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FOREWORD 


This book is the second of the five book series published by BGVS as part of its literacy 
to health programme. This series titled “People's Initiatives in Primary health Care” is pri- 
marily meant for use as training manuals for science movement activists, but it is also use- 
ful for other NGOs and even administrators working in the area of primary health care. 
These books are especially relevant in campaigns that aim to promote community initia- 
tives and build panchayat capabilities to make primary health care more accessible and 
effective. It is our contention that in the absence of such initiatives the goal of ‘health for 
all’ will remain unrealizable. 


It is not sufficient to merely read this book. For training to be effective these books 
should be transacted by a trained resource person. This book is meant for use along with 
the set of 15 mass communication booklets on health. Eight of these booklets have been 
published together as a companion volume for this guidebook. In most sessions there is an 
introduction of one of these booklets by the resource person. This is followed by a small 
group discussion on the booklet, based on reading it again jointly. The questions at the end 
of each booklet may promote this discussion. At the end of the discussion, in a plenary, the 
main resource person then presents the entire topic once more. The training is further 
strengthened by field visits where the trainee enters into a dialogue with the family, under 
guidance from the resource person. For some topics, especially in the section for adoles- _ 
cents and young women, the discussion may be initiated by a communication exercise or 
game as indicated and followed by a lucid presentation by the resource person. The quality 
of training is assessed using the evaluation guide, which is available separately as notes. 


The fifth chapter on “Support Activities for Women’ is in the nature of a brief introduc- 
tion to these topics, each of which merit a guide book of their own. Such a guide book is 
now available for Credit Cooperatives, but in other areas our work is in too preliminary a 
state for a guidebook. However there are a number of experiences in these areas worth shar- 
ing. Finally in the annexures we have included two articles taken from a different book 
“Reaching Health to The Poor” to help us understand and interact better with the govern- 
ment health sector. : 


This book is based on the experiences of the science movements, especially that of the 
Tamilnadu Science Forum and the Bihar Gyan Vigyan Samithi and the CERD, in organizing 


health campaigns based on this model in two district of Tamilnadu and of Bihar between 
1995 and 1998. 


T.Sundararaman 
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Introduction 


Child health is the central concern and main activity in all the on going health programmes of the science move- 
ments. This is an assistance that women welcome and the village permits - even though the village does not get fully 
involved with it. It is an intervention which is preventive in nature, but where a measurable outcome can be demon- 
strated. It is an area where the need for intervention is urgent. One has only to visit any one of our villages to see the 
pathetic condition of the children - wasted, stunted, with so many infections and so many deaths - and one would have 
to agree that at least on ethical grounds it would be impermissible to have a health programme that does not prioritize 
the issue of child's health. . 

We also reject the approach which feels that “Since one cannot do everything for everyone, one should focus on 
interventions that are most cost - effective” Such an approach focuses on delivery of immunisation, distribution of 
ORS packets, Vitamin A syrup for all children, and iodisation of salt. Without belittling the importance of each of these 
interventions, we state that when four such thrusts become the sum of the approach to child health, it is neither effective 
(not even cost - effective), nor scientific or ethically acceptable. 

The reasons for such a focus lie, not in administrative pragmatism, but essentially in the establishment's lack of 
confidence in community participation and its limited enthusiasm for processes that could lead to empowering com- 
munities. It follows that peoples initiatives in the area of child care should try to address precisely this lack of confi- 
dence and enthusiasm by strengthening local processes through an approach that is more participatory, holistic and 
scientifically valid. 

There are four sections in the module - of which the largest is on child nutrition. Each of these sections is to be 
introduced by a presentation, and then followed by small group discussions based on a group reading of the mass 
communication booklets that are a part of this module. The smail group discussion usually concludes in a plenary 
discussion. This is followed by more than one session of groups(of not more than seven or eight women)going with a 
resource person to a number of houses where there are sick or malnourished children. Here they are trained for a 
comiprehensive intervention at the family level. The field visit is the most important part of the training process. 
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A. NUTRITION 


1. MALNUTRITION - CENTRAL ISSUE OF CHILD HEALTH 


1.1 Malnutrition weakens the child and predisposes it to infection. Not only are they more 
likely to get infections, the severity of illness will be more in them and they would have a lower 
chance of recovery. The more the extent of malnutrition the greater the likelihood of this. 


Thus for example healthy children getting measles is not a great cause for worry. Perhaps that is 
why in Tamil it has been called the dumb pox - since it passes off without much harm. But it is 
often fatal in malnourished children. Even those who survive are left with numerous complica- 
tions. | 


Or take diarrhoea. Malnourished children get diarrhoea more easily than other children. And 
whereas it is seldom fatal in normal children if they are given fluids, it is one of the most common 
causes of death in malnourished children, 


In a sense most of the illnesses and deaths of children are attributable to malnutrition. Malnutri- 
tion must be seen as contributing to it in a major way. 


1.2 Disease is a major cause of malnutrition. Quite often frequent diarrhoeas and frequent respi- 
ratory infection are major causes of child malnutrition, even in families where food availability 
is not a problem. Disease means that the body's requirement of food increases at a time when the 
appetite is decreased. This worsens the malnutrition. Worms are also a cause of malnutrition for 
the worms consume a lot of the food meant for the child's growth. Anaemia is a result of malnu- 
trition, but anaemic children are known to have markedly diminished appetites. Diseases like 
measles and whooping cough are also major contributors to severe malnutrition. And yes, tuber- 
culosis follows malnutrition like a shadow. Wherever one is high the other too abounds. In ma- 
larial areas malaria is another major contributor to the malnutrition pool. 
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Malnutrition and disease form a vicious cycle. One worsens the other in turn, till death ensues. 
Once this cycle is established it becomes difficult to reverse. 


Malnutrition stunts the child. Malnourished children grow up to be shorter and weaker than 
well nourished ones. Do you know that by the age of one the brain stops growing. The size of the 
brain one has then, is what remains for the rest of life. And in those first few years, the bones are 
being made, the muscles grow. All this needs a lot of nutritious food. A child who does not get it 
will be denied its full physical and mental potential. This is not only a tragedy, it is a crime., 
Intervening to prevent this is not only a social priority, it isa moral minimum. : 


Malnutrition is a gender issue. The Girl child is the most vulnerable for malnutrition because 
in the apportioning of available food, she has the least claim in today's patriarchal society. The 
mother and the adolescent girl too are vulnerable for malnutrition. Measures to ameliorate mal- 
nutrition like food supplements would also be easier for the male child to access, rather than the 
girl child. Unless one has a special focus on reaching the: girl child, they are likely to be left out. 


Malnutrition measures child health. Malnutrition is relatively easier to use as an index for 
assessing the overall status of the child's health, as not only food intake, but also any recurrent or 
serious illness is reflected in its weight. Asa community, it helps us to identify the children most 
at risk for disease or death and to address our resources towards them. It can be used to assess 
whether the programme interventions in child health have had an effect or not and to improve 
on it. 


Infant mortality is another index, but this is more useful 
for policy planning at a state or national level, At the level 
of villages and panchayats the few deaths that occur could 
focus our attention on some immediate causes, not nec- 
essarily the central cause and moreover would be inad- 
equate to guide local action. However since it is the most 
frequently referred to figure, this too is collected. 
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2. THE CAUSES OF MALNUTRITION 


The prevalence of malnutrition. Among children below five, malnutrition is estimated to be 
about 60% in the nation as a whole. If we take more vulnerable groups like scheduled caste or 
tribals the incidence of malnutrition’ may be much higher. In more backward, drought prone 
regions of the country and in urban slums, malnutrition can be as high as 80 to 90 percent. This 
is one of the highest incidence of malnutrition in the world - not excluding the poor African 
countries. Some scientists have made an index where they co-relate the per-capita income of the 
country. (which is a measure of the country's poverty) to the level of malnutrition and then study 
which country has for a given level of income the highest malnutrition. They have shown that the 
worst countries in the world by this index are India and Bangladesh. 


Why is such malnutrition not apparent to us? The type of malnutrition that is readily appar- 
ent is marasmus and kwashiorkor. These are seen in situations of famine or severe drought. At 
other times these constitute only a small 2 to 4% of children who may be readily missed by a 
casual visitor to a village. The vast majority.of malnourished children look apparently normal, 
though if:you ask their age it would be clear that a child who looked like a two year old is in fact a 
three year old and so on. Also the malnourished children are dull and tend to be sullen and quiet, 
unlike the healthy child who is perpetually active and playful. This apparent normally is impor- 
tant to note because it is the reason one insists on weighing the child to assess malnutrition. This 
is also the reason why many, including doctors, would easily declare that “malnutrition is not a 
problem in my area’. It's a shame but even when many sick children with diarrhoea or respira- 
tory infection visit a doctor, most doctors do not diagnose the malnutrition that underlies the 
disease. This explains how, though we recognize malnutrition in statistics, we seldom can recog- 
nize its ever present face all around us. 


Poverty & food availability. The most obvious cause of malnutrition is poverty. Since they are 
poor, they do not have the money to buy adequate food. There is no controversy regarding this. 

Anyone who argues that malnutrition is due to scarcity of food, due to insufficient food produc- 
tion, would be quite wrong. We know that for the last seven years there has been good rains and 

good harvests, yet malnutrition remains widespread. Moreover scientists like the Nobel prize 

winner Amartya Sen have studied the major famines of India and concluded that even in such 

famines, including the Great Bengal Famine of 1943, when over four million people died, it was 

not food production that was the problem but the inability of people to buy it. Of course if food 

production is less, its costs rise, but still absolute scarcity of food is very rare indeed. 


The many faces of poverty. But Saying that poverty is the cause does not mean that in the 
absence of tackling poverty nothing else can be done. One has to understand the nature of the 
relationship between poverty and malnutrition. After all food is the first and most important 
human necessity and it is only after meeting this does all else follow, Given the limited resources 
at their disposal the poor have a critical decision to make - which food to buy, which to skip 
whom to feed fully, whom to save on? What way can the food expenses be kept under control. in 
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making these decisions they are influenced by factors suchas patriarchal values, cultural feeding 
practices, influence of values and practices of those more influential and richer than them, com- 
mercial advertisement pressures and so on. Thus for example since girls eat last they may get no 
vegetables or meat or curds or ghee etc. as the little amount available is eaten by those who ate 
before. Often a belief rises in such families “ghee or egg is not good for children” or that curds or 
banana will give one a chest cold!” (Find out what are the taboos against all the costlier and more 
nutritious foods for children in your area). Once such beliefs and practices rise, they tend to 
persist and even diffuse in a community. Thus even families who are not so poor in that commu- 
nity adopt these same erroneous practices. 


This is also true of intra - family food allocation. A mother may decide - “Any way I am giving 
breast milk to this child so let me save the rice for the other child” One of the most frequently 
encountered problems is that if a child is to receive a supplementary feed as part of a government 
programme, most often an equivalent amount of food is reduced in the house so as to maintain 
intake of food according to their perception of needs. If however the mother is alerted and con- 
vinced that the child is weak and faltering then we see that often, even without supplementation 
by the government, the food is reallocated within the household and the child's needs become 
met. Despite being patriarchal or having inadequate cultural practices, malnutrition does not 
affect a well off family because there is more food available. Even after unequal allocation and 
less cost - effective choice there is stil] enough food left, of enough quality, for the last member of 
the household to be healthy. Remember: food is always the first priority. Eighty percent of a poor 
family's budget goes to food, while only 30 percent of a middle class family budget goes to food. 
Poverty also affects child health through poor, insanitary living conditions and the higher number 
of diseases that occur in such surroundings. Poverty affects also by decreasing the time available 
to child care. The poor mother having to work all day cannot find the time that is so essential for 
feeding and stimulating the child. Neglect weakens the child. 


Poverty is related to malnutrition but it would be wrong to attribute all malnutrition to poverty. 
Remember that child malnutrition is as high as seventy percent in most areas whereas those 
below the poverty line would be only about 30 to 40 percent. A considerable part of those mal- 
nourished are not in poverty. 


Knowledge and Ignorance. Many persons conclude: “It is not their poverty but rather their 
ignorance, which is the cause of their malnutrition” This is not only wrong it is absurd. Any 
person using the word ignorance to describe people's knowledge displays his own. The poor 
mother does know best how to manage in her circumstances. Given all her difficult circum- 
stances survival is itself an achievement. When we tell them milk is good or eat eggs or take more 
dal we forget that they know most of this and a lot of what we Say may just not be feasible or 
appropriate for their circumstances and culture. 
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Most cultures have traditional food practices that contain all the necessary ingredients in the 
right proportions. Take a Tamil meal - it may be idlis and chutney in the morning and rice and 
sambar (Dal) with vegetables in the afternoon and a porridge of a coarse grains at night or rice 
and fish at night. Or take a Haryanvi eating an alu paratta for breakfast and roti and dal with 
vegetables for the meals or a Bengali eating rice and dal and fish. In all these diets we see ad- 
equate protein and carbohydrates and fats and vitamins. Most of these foods were produced 
locally, often in their own farms. Production was largely for consumption. Unfortunately, in 
recent times cropping patterns have changed with mono-cropping becoming the rule. Produc- 
tion is no longer for consumption but for the market. Even the home garden becomes rarer. 
Rearing cattle or hens for home consumption, has become less. Of course as cash is less and 
money has to be saved, one ensures that the priority food item-grains, is bought and all else 
including vegetable, eggs etc. get left out. Since vegetables and eggs and pulses are now to be 
bought in the market such items of diet becomes a luxury. 


The notion of what is good food too has changed. Thus people have been persuaded away from 
breast feeding. The consumption of coarse grain, which was very common earlier, is much less 
now. 


For adults, despite these changes, most present diets still supply most of the requirement needed. 
It is only in the case of small children and in pregnancy when there are special needs that their 
practices, under changed circumstances, become inadequate. It is here that assistance can save. 
lives and improve its quality. Let us see a few examples of this. 


Feeding practices Breast feeding: Amongst most of the poor this needs no reiteration. However 
what does need to be told is exclusive breast feeding for four to six months. Nothing, not even 
water, need be given to the child - even in summer. The breast milk will supply it all. However 
due to commercial pressures many mothers supplement their feeding with bottle milk or water 
usually given in a bottle - a dangerous practice for it leads to frequent diarrhoea and illness. 
Quite often to avoid giving colostrum they do not put the child to the breast for three days, and 
deprived of the stimulus of sucking breast milk; its production slows down. As the child gets 
habituated to the bottle and its sweetened milk it may not easily take to the breast. Milk produc- 
tion may then stop altogether. This is mistaken for the mother not having enough milk. Prob- 
lems of cracks and sores and other such problems may also impede breast feeding. Often doctors 
may mistakenly advise the mother to stop breast feeding during a mother's illness. 


Weaning and the giving of supplementary feeds in the first year of life is another major problem. 
In must villages it is the major problem. The most common pattern of malnutrition that one 
finds is that a child is normal upto the sixth to eight month and after that its growth starts slow- 
ing down (lags behind the desirable) till by the end of the first year it is in frank malnutrition. 
This may continue to worsen till the third year after which it may plateau but never quite return 
to the normal. Or it may worsen further and die. The reason for this worsening after the first six 
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months is that the quality and quantity of weaning and supplementary foods given is grossly 
inadequate. A child of one year is about one fifth the mother in weight, but it needs half the 
amount of calories that her mother needs. That is quite a lot. The child's stomach is too small to 
take in so much food, when it is all given as rice in 2 to 3 meals. A child has therefore to be fed five 
or six times a day. Also one must add fats and oils to the child's food for these contain lot of 
calories in small volumes. 


Greens and Yellows: There are also a number of other nutrients especially vitamins and minerals 
and fibre that a child needs. The best way to get these are from vegetables and fruits. Dark green 
leafy vegetables are particularly rich sources of such vitamins as are fruits and vegetables that 
are yellow to red in colour on cutting. 


Also one must remember the following for getting vitamins and minerals - jaggery is good - 
much better than sugar. Coarse grains are good - much better than equivalent rice or wheat. 
Parboiled or hand pounded or minimally milled rice is far better than highly polished rice. And 
of course while cooking, the water used for cooking vegetables or grain should never be wasted - 
it is rich in nutrients. 


Feeding during sickness: Since illnesses are frequent, the feeding practices required then are cru- 
cial. Unfortunately one of the commonest errors is to decrease foods during an illness. Some- 
times breast milk and solids are stopped altogether. Since such illnesses become common only 
after six to eight months, this becomes a major contributor to decline in child weight in the 
subsequent period. The message is simple - continue to feed the child though it takes greater 
effort to do so. The week after the illness, there must be a special effort to catch up on the weight 
lost. | | 


Diseases: Frequent illnesses and certain severe illness are important causes of child malnutri- 
tion. For almost all these diseases there are preventive measures that may be adopted not at the 
family level but at the level of the community to prevent these diseases. Some of these are dis- 
cussed in subsequent chapters or in subsequent books. The most common, almost universal 
problems are diarrhoea, respiratory infection and worms. Anemia, often due to hookworm in- 
festation combined with dietary inadequacy, is another major problem. In most cases the mother 
will tell you that she is aware that the child is weak, but is unable to increase its appetite. Without 
handling these diseases, it may not be possible to help the child. Frequently the child has mark- 
edly worsened after a bout of measles or other pox or an episode of whooping cough. Or the child 
has an underlying tuberculosis that must be treated before any improvement is possible. In areas 
where malaria is common, this is another possibility. 


Family and social circumstances: Malnutrition is much affected by family and social circum- 
stances. Poverty is of course the leading contributor. Among the poor those who are landless and 
have little property are more likely to be affected. Similarly households where the woman is the 
only earning member is more likely to be affected. As much as one in three rural households of 
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the poor are effectively such households. Households where the woman has to go out to earn and 
is left with little or no time for child care have some of the worst affected children. Of all the ways 
in which poverty affects the child, this lack of time for child care is probably the worst. The 
grandmother who is left to take care is often not effective or quite often is just not available. The 
elder sibling who is the most common care taker, is herself undernourished and anyway just not 
in a position to cope with the needs of an infant. 


Family circumstances affect ina number of other ways also. Most important is the health status 
of the mother. A poor health status of the mother gets reflected in a low birth weight of the child. 
The earlier her age of the time of her first child birth the more likely it is that the child is born 
underweight. The smaller the gap between children, especially if the gap is three years or less, the 
greater the likelihood of a low birth weight. The poorer the nutritional status of the mother, the 
poorer the birth weight. The poorer the care at pregnancy, the poorer the birth weight. The more 
malnourished and anaemic the mother was in her childhood, the more likely that she is short 
and underweight now. Such women are likely to face more complications in delivery with a greater 
chance of mortality to both mother and child, (especially if she is below 145 cm. in height and 40 
kg in weight) In a sense every aspect of woman's health is reflected in child health. 


Attempts at amelioration: One dimension that one needs to understand is that families espe- 
cially mothers, are not usually passive bystanders- ignorant, uncaring or helpless in the face of 
their child's worsening health. It is especially important to recognize this if one wants to inter- 
vene. One needs to reinforce their useful efforts and limit wastage of money and effort on useless 
remedies and measures. Such approach adds to their confidence and supports their efforts. Very 
often we see that mothers have made many efforts. Perhaps they have had their child immu- 
nized. Perhaps they have seen a doctor repeatedly. And on his advice bought and given consider- 
able quantities of drugs and tonics. Or perhaps they are buying health foods. Or perhaps they are 
going to a priest or magic-man and have not yet taken the child to see a doctor. Or perhaps they 
have done both. It is worth noting that in our experience almost all parents have made trips to 
consult doctors or whatever is available as medical relief, usually preferring allopathic practice 
to non-allopathic one. Quite often the person they are seeing is just not qualified at all. Often they 
are qualified. Some of them have given advice that is useful even if not complete. But some have 
warned parents against the child being given fats or fruits or eggs etc. (That is because they too 

like everyone else pick up the surrounding cultural beliefs and transmit it clothed as science). 

Very often they have prescribed costly drugs or tonics which were not needed or for which cheaper 

substitutes are there. Very often one come across families which have spent in the previous month 

over two hundred rupees on unnecessary or avoidable medication, which spent on the necessary 

food would have made them much better. In these cases treatment becomes a cause of malnutri- 

tion! Also one must ask what became of the government schemes. How often does the ANM 

visit? [s immunization done? Is the supplementary feeding programme and the anganwadi func- 

tional? There is a large government apparatus built up to tackle precisely these problems and one 

must understand what is happening or not happening in it and why. 
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Si ASSESSING THE DEGREE OF MALNUTRITION 


There are many ways of doing this. One of the simplest and most universally followed is to weigh 
the child and then use a chart to see whether that weight is normal or decreased for that age. The 
others are to measure the mid arm - circumference using a tape; to pinch up the skin behind the 
arm and measure its thickness and to measure the height. We shall learn and use only the weight 
based assessment. 


Taking the weight: Either a good quality spring balance or a beam balance would do. Remem- 
ber NOT to use the bathroom scales (that is the common weighing machine that one stands on) 
Taking weight in this will be too inaccurate for children. Keep a set of standard weights with the 
organisation - a set of a 5 kilo; two 2-kilo; a 1-kilo, a 500 gram, two 200 gram and a 100-gram 
weight stone would be ideal. Use this to periodically check the machine and recalibrate it. This is 
essential for a spring balance. Remember the tremendous effort one is investing in weighing. It 
can disrupt the programme if it is later found that all of it was meaningless because the machine 
was wrong. This happens very commonly. 


The “basket” in which the child is placed to weigh is often torn or unavailable. But local women 
innovate well by using the village style cradle by folding a long sheet of cloth. 


Most programmes so far manage by borrowing the weighing machine and basket from a nearby 
anganwadi or health centre - where it may be lying unused. The usual problem with them is the 
poor state of some of these equipment - especially the basket. The programme team may supple- 
ment such borrowing by buying one machine for the entire project area of about 60 villages so 
that the occasional refusal to lend a weighting machine or delay in lending it will not block the: 


entire programme from progressing. 


Persuading the children for weighing is usually not a problem (though some persuasion is usu- 
ally essential). If on occasion a family or even an entire village is reluctant one proceeds with 
visual estimation of malnutrition and the provision of advice and assistance. Within a couple of 
months they usually agree. Weighing the child is essential for us to evaluate whether our advice 
is making a difference. Weighing is not essential to begin the dialogue with the family. Do not 


hold up the programme due to snags in weighing. 


Using weight to assess malnutrition: Once the weight is taken, also ensure that the date of 
birth of the child is recorded. People will tell you that it is not possible to do soas illiterate parents 
do not know the date. This is only partially true. Usually they remember which month of the 
Indian calendar it was. Then by co-relating with festivals (two weeks before diwal; etc.) the date 
can be arrived at. Such accuracy is sufficient for our purposes. But yes it takes some training and 
quite a bit of patience and care. Insist on getting this date recorded. There is no sense in weighing 


without this. 
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With the age of the child in months, and the weight of the child recorded in kilograms, one can 
see the chart and read off, what the grade of malnutrition is. This chart is given in appendix 1 
and 2. 


Understanding and communicating grades: Grade I means that the child is between 70 to 
80% of its minimum expected weight. A child in grade II is between 60 to 70% of its expected 
weight.A child in grade III is within 50 to 60% of its expected weight. A child in grade IV is below 
50% of its minimum expected weight. 


It makes little sense to tell these percentages as such to the family. One must however convey 
what the weight is and what it should have been. To give them a sense of grade, we tell them that 


‘4 child in grade | is like a child with a minor illness. No need to worry, but some extra care 1S 


needed. A child is grade II is a sick child who needs careful attention. It could be dangerous. A 
child in grade III is dangerously ill and must be attended to urgently and continuously until it is 
well. We have few children in grade IV in any village, because most of those that reached this 
state have died!” Such a way of conveying it is not overstatement. In fact even activists should 
learn to think in such terms and refer to it in such terms. Often activists assume grade II malnu- 
trition is not serious, or that grade I children need not be visited. Quite wrong. We visit grade IV 
children on humanitarian grounds, but very little can be done at the village level in such cases. It 
is the grade I & II child that must be our focus. 


Malnutrition and vitamin deficiency: It is safe to assume that a child with malnutrition has 
got multiple vitamin and mineral deficiencies. This is because usually minimum calories are 
conserved by spending on cereals at the cost of variety in diet. Similarly if there is obvious defi- 
ciency of one vitamin it is safe to assume that other vitamins and minerals are also deficient. 


However sometimes the deficiency of one vitamin or mineral could be out of proportion to the 
rest and there may be serious disability threatened from that single deficiency. For example blind- 
ness from vitamin A deficiency. Similarly iron deficiency causing anemia may occur independ- 
ent of other elements of malnutrition. Let us learn to recognize some of the most common defi- 
ciency symptoms. 


Night blindness: Child complains or mother notices that child has difficulty is seeing in the 
dark. If one looks closely in the eye such children have a small discoloured and dry patch on the 
conjunctiva, close to the lateral margin of the cornea. These are called Bitot's spots. This is a sign 
of vitamin-A deficiency. 


A sore mouth: Corners of the mouth appear cracked, whitish and wet. This is usually visible 
even when mouth is closed, but more so when open. This is a sign of vitamins B2 deficiency. 


A soreness of the tongue, and its becoming reddened, is also a sign of vitamin B deficiency. 
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3.8 Pallor: A paleness of the mucous membranes, best seen in the inner side of the lower eyelid or 
on the tongue indicates anemia. This can also be seen in the nails - compare with the redness of 
the nails of a person who is not anaemic. In severe cases the whole palm of the hand is pale and 
the creases become pale as well. Such a child gets tired easily, has a poor appetite, and in severe 
cases 1s breathless, even on minor exertion. 


3.9 Skeletal abnormalities: Distortions of the skeleton - bony prominence of the ends of the ribs, 
excessive bowing of legs may denote deficiency of calcium and of vitamin D. 
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4. ANALYSING THE CAUSE OF MALNUTRITION IN AN INDIVIDUAL CHILD 


Building an understanding in an individual case by dialogue and analysis. 


Some Do's 


@ Spendat least half an hour with the mother 
and child in developing a complete under- 
standing about why the child is malnour- 
ished. : 


@ Enquire gently, a small question at a time 
in an unhurried fashion, allowing the 
mother to speak for some time and insert- 
ing an appropriate question or word of en- 
couragement 


@ Ensure that you cover all the question ar- 
eas that you need to cover, not limiting the 
discussion to only one or two aspects. 
Build a complete holistic understanding. 


® Atthe end of the discussion sum it up and 
analyse the case to your self in your mind 
before you start with the advice (you could 
write down this summing up an analysis 
in a page during the training session) 


Some Don'ts 


® Don'tjump to conclusions - After a couple 
of questions or after discussing one or two 
areas. 


®  Donotstart giving advice straight off. Wait 
till you have a fair understanding. 


® Do not ask out of a questionnaire or note 
down points after each question. It must 
bea free flowing conversation. 
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The Four Question Areas | 
The information we need from the mother / family can be classified into four areas 


= Feeding practices 2. Diseases 3. Family and social circumstances and 4. Attempts made by fam- 
ily to improve child's health. ! 3 


4.1 Feeding practices 


4.1.1. Breast Milk (Especially in the below 6 month child): |s it given? When was it initiated? How many 
hours or days after child birth? What was given in the first few days? Are foods other than breast 
milk given? Any water? Is anything given in a bottle? If breast milk is not given one has to probe 
further! Till when was it given? Why was it stopped/not tried? What is given now? If cow's milk is 
given, is it diluted with water. In what proportion? Is a bottle used? How is it sterilised? And the 
nipple? Were there any problems of breast feeding like pain or cracks etc., that contributed to 
stopping it? 


4.1.2. What is given other than breast milk? (Especially in the 4th month to 12th month child) When 
was it started? In what quantity is it given? What was given today? On getting up? How much of 
that? Would it be this cupful in amount- pointing to a cup there. And after that and after that and 
so on till one has a detailed estimate of how muchis given (note if you only ask 'what is given’ one 
gets the wrong answers. One must ask 'what is given today or yesterday.’ One mustask for it bit by 
bit, This is the more reliable estimate. ) 


Then especially ask: When did you last give him greens? Or an egg? And before that? How often 
do you given him fruit? Egg/ fish meat etc. As relevant. Then one needs to probe further. Did you 
given any oil. Is there ghee in the house? Does your family use butter? If yes, is this given to this 
child? | 

In an older child one need not stress the breast milk. One can straight away start with ‘* what did 
the child have to eat today." At the end one can ask. ‘Is he still getting breast milk?" 


4.1.3 Ask about feeding practices during illness. ‘* Was breast milk and food given during the last 
episode of illness?" 


4.2 Disease: Very often the mother complains that she does try to feed the child but the child does 
not eat. This is usually an indication of underlying disease or recurrent disease. Specifically ask 
whether the child has diarrhoea and when the last episode was? And the episode prior to that? 
Form an estimate of how recurrent and severe it is? 


Find out how frequent are colds and coughs? 


Was there any fever with rash? Did neighbouring children also have this at about the same time? 
(indicates measles) Was there any severe coughing spells? (whooping cough?) Does the child 
pass worms in the stools? Also inspect the child? Look in the eye ( inside of the lower eye-lid) and 
mouth and nails to see if it is anemic? Is the belly bloated and the child thin despite a good 


appetite? Or is there a very poor appetite? 
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4.3 


4.4 


@ Those who talk that by such amelioration we do not address the basic issues of poverty, and may actually impede the 
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Is there recurrent fever along with the poor appetite. This could be tuberculosis. Ask whether 
anyone at home has chronic cough or is coughing out blood or is on treatment for tuberculosis. 
That would make it more likely? 


If the fever is recurrent with chills and rigours one suspects malaria, especially if that is an area 
where malaria is known to be common. These children usually have small lump in the left upper 
part of the abdomen - an enlarged spleen that one can be taught to recognise. 


Family and Social Circumstances: One estimates the poverty level by just looking at the house 
and what one knows or enquires about their ownership of land or property. For those not in 
agriculture one needs to directly ask how much they earn daily. 


One needs to ask whether the mother is going to work. If so when does she go and when does she 
come back. How much does she earn? How often does she get work? Does the husband also 
contribute to the expenses? Who does she leave the child with when she goes to work? What does 
she think about how well that person is able to take care of the child. Then after so much has been 
discussed one may move to ask how many other children she has and what are their ages. Add 
were there any others? If she does not understand one can add : any that were born but not there 
now?/Or any pregnancy that was not continued to term? Asked in a matter of fact but discreet way 
most women would reply well. Do not probe this aspect further - at least for now. 


Attempts at Amelioration: Ask if the child was immunized? How may doses? 


Do they perceive the child as malnourished or underweight or sickly?If yes what are they trying 
to do for it? Did they take child to the doctor recently? Which doctor? For what? What was pre- 
scribed and advised by the doctor. How much approximately was the expense? Are they spend- 
ing on special foods? Any tinned foods? Is vitamin A syrup, or iron tablets or de-worming tablets 
given? Is the child receiving any food supplement (nutritious mix)? What supplement? How regu- 
larly? How much? 


Now one has a fairly comprehensive understanding of all the factors that underlie malnutrition 


_ in that child. One needs to analyse it mentally and prioritise what to do. There are many ways of 


process of fighting poverty, as it prevents anger or protest from building up, fail to understand that it is only by 
helping with their immediate problems can confidence in a movement be built up. More important one needs to 
generate a confidence that these child deaths are not natural and inevitable but subject to human will and action. 
WE can change it! Moreover such a stand, that non-intervention helps, is ethically unacceptable. 


Those who insist that our role should be confined to demanding public action (meaning usually state intervention) 
and not extend to organizing community self-help on these issues, need to note the sense of moral and ethical 
obligation that underlies taking up the job of reaching out to the families. In the absence of peoples initiatives and 
active community role in such interventions, public (State only) action degenerates into patronage, corruption, 
wastage of public resources, and legitimization of the state. Raising demands for state action combined with a 
polemical position against peoples movements developing an active involvement in civic action 
appear to be a jostling for power without any genuine commitment to change. Demands for state action should be 
coupled with civic action for credibility and effectiveness. 


analysis. One can conclude that this is due to poverty or that it is due to an early age of marriage. 

That may be true but, then there is nothing much for us to do immediately. The aim should be to 
somehow find avenues for intervention, avenues to assist the mother to do something about it, at 
once, to save her child. This is what will draw us close to the family.* | 


4.5 Examples 
A. Family A: A two month baby girl in grade I: 


was met once and he has prescribed vitamin drops. 


Analysis: It looks as if the main problem is a low birth weight baby due to an early age of child - birth 
and inadequate spacing and perhaps poor ante natal care of the mother. Even now she is not getting the type 
of food and attention she needs. This is reflected in her having insufficient breast-milk. Moreover the very 
fact that a bottle milk supplement is being used will lower her milk output, as the child will not try as hard. 
It is best to avoid the bottle altogether and if cows milk is given to give it without dilution. Medical attention 
as regards immunisation is adequate. The doctor has not intervened on feeding practices. Though the vita- 
min drops are not essential they may have a role in a low weight child and need not be criticized. 


B. Family B: A one year boy in grade II 


Summary: This is the first child of the couple. The mother is eighteen, illiterate and goes to work in the 
fields almost daily. When she goes she leaves the child with her mother-in-law. 


The child was born normally and had a normal weight till the ninth month, when it became grade I. 
According to records, now it is in grade II. The mother when asked say she gives rice and vegetables and milk and 
eggs. But when asked what she gave today agrees that at eight in the morning and again at six in the evening she 
gave it a cup of rice with some sambar. In between, nothing has been given, though the child did take some rice 
(perhaps a mouthful) with her grandmother in the afternoon and some sweets in the evening. On waking up and 
in the evening and whenever possible at noon the mother also breastfeeds the child. Vegetables, she says, the child 
refuses and eggs are occasional. The child does get frequent phlegm and once has had loose stools for which they 
went to a doctor and got an injection and drugs costing over 70 rupees. Immunization is complete except for the 
measles shot. No vitamin A syrup has been given. No tinned foods or bottled feeds are in use. 


Analysis: The most important fact is that the amount and quality of supplementation is grossly inad- 
equate. They need to increase number of feeds also. No fats or oils are being given. The time spent by the 
PEOPLE'S INITIATIVES IN PRIMARY HEALTH CARE 19 

| | 


mother is inadequate, but little can be done about it. Involving the mother-in-law in the advice process is 
uted, Medical attention is incomplete - vitamin A, 


essential. Some infections have been there, have contrib 

‘mmunisation for measles has not been given. Advice on prevention of diarrhoea, is incomplete and per- 
haps misdirected, as seen in the treatment of diarrhoea. However some essential medical management has 
taken place. 


C. Family C: A three year in grade III. 


Summary: The three year old child was lying quiet and dull on the floor. It was lean and had a slightly 
bulging belly. It looked up but did not get up while we were talking about it. She had taken a glass of diluted milk 
at 6.00 and some rice and samber at 10.00 (about a cup ) and again the same at about 4.00 in the evening. At 
night she may have some rice again or on most days would go to bed with ragi porridge. The mother complains 
that the child does not eat more, even on her trying. She has taken the child to a doctor who prescribed some 
tonics, All the immunization doses had been given. About two or three days of the week she. would get a ball of 
nutritious milk from the TINP centre. This is the third child of four, and the mother had a six month old on her 
hip. The first two are also girls and the fourth is a boy. This girl has repeated episodes of diarrhoea the last being 
only six days ago and usually they go and see a doctor for it and take the prescribed drugs. She also has frequent 
coughs and fever. The mother does not stop feeding the child but the child almost completely stops eating during 
such episodes. 7 


Analysis: We have a serious case of malnutrition; one which is trapped well within the vicious cycle of 
disease and malnutrition. Almost all the factors that underlie malnutrition come together, in such a child. 
How does one even being on such a child? But even in such cases our activists have been able to help. Discuss 


how to begin. 
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9. INTERVENTIONS FOR CHANGE 
5.1 At the Family level 


Some Do Nots 


@ DONOT tell the mother that “you must give nutritious food to 
the child” 


@ DONOT tell the mother that “you must keep the child neat and 
clean.” 


@ DONOT tell the mother that “you must look after the child” 


All the three above statements are some of the commonest made. They will certainly turn the family 
against the person giving advice. They imply that the mother is not bothered about the child whereas the 
person giving the advice is educated and knows better. Yet in fact such statements are generally made by those 


who know very little about what is the problem and what needs to be done. 


Some Do's 


@ = Praise the mother. Praise the mother for the way she is managing under difficult circumstances. Praise 
also to reinforce desirable practices that mother is following that may other wise be lost. (e.g. mother 
is giving Ragi (kazhvaragu) porridge because she cannot afford better etc.) Praise her also so that you 
do not merely pick fault and undermine her confidence in herself. The praise should not be forced. It 
should reflect a genuine empathy and attitude you have. Such praise also draws you closer. 


® Next make suggestions on what practices she can add on to what she 

is doing. Each suggestion should be a question. Will you be able to give 
an egg? Could you add some oil to the child's food. Give the reasons for 
your suggestion and wait for the reaction. Enter into a discussion on what 

is possible. Let the woman come to a conclusion and say “yes this I can 
do” If such a conclusion is not reached, do not force it. Leave it for now 
and begin later. Try to come up with innovative and possible alternatives 
to circumvent the problems she raises. Eventually she must agree on her 
own - without you forcing her to say yes. 


® Donottry to give all the suggestions at the same visit. Introduce it over a number of visits. Remember 
that for advice to be followed, it matters. When you give the advice. (An advice on diarrhoea is best 
given during an episode of diarrhoea. Advice on spacing is best given after the child is born, when she 
is returning to her husband's home and so on) Also remember that most advice need reiteration. And 
yes, some advice needs public propagation so that individuals find it easier to accept 


® If there are wrong and harmful practices, it is usually adequate to explain and convince them as to 
why we call them wrong. It does not help to label it as superstition and ridicule it, except perhaps for 
the more dangerous and noxious practices which fortunately are very rare. Thus if colostrum is not 
given explain the reason why it must be given and say that since we have now learnt that it useful, so 


the earlier belief has changed.” 
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What advice is to be given? 
5.1.1 Advice on feeding Practices for the Malnourished: 
This depends on the age of the child and its extent of malnutrition as well as what is possible and 


what resources are available to that individual family. The advice is therefore highly individual- 
ized and can only be given through a long process of dialogue. Prescribing’ advice seldom helps. 


There some general points for each of the age groups - newborn, first six months, six months to 
two years, and two years to five years. Some of the commonest problems at all ages are given in 
the booklet on child nutrition. These booklets may be circulated from village libraries or drawn 
up as posters for use in the village level. For the low birth weight baby, the details are given in 
later section on care at delivery. 


Review Questions: 


1. Why do mothers underestimate child's supplementary food needs? 

2. What can be done to increase energy intake of the child? 

3, What are the messages regarding breast-feeding that needs active promotion? 
4. What are the effects of illness on nutrition and how may they be overcome? 
5. How does lack of time for child care contribute to poor growth of the child? 

6. How does one assess the growth of a child? 

7. What do the different grades of malnutrition signify? 
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9.1.2 Advice on the prevention and prompt management of recurrent illnesses 
We give below a brief summary of some of the more important points regarding some of the 
more‘common diseases 


DISEASE FAMILY LEVEL COMMUNITY LEVEL | MANAGEMENT 
PREVENTION PREVENTION OF THE CASE 


Diarrhoea @ Wash hands ® Ensuring safe ® Oral rehydration 
before prepar- drinking water therapy 
ing or han- ® Ensuring safe ®@ Referral for hospital 
dling food and disposal of faeces treatment if signs of 
after defecation ® Tracing outbreaks of danger present or if 
@ Boiling / gastroenteritis and no response to the 
disinfecting taking suitable long above (for further 
drinking water term preventive details see section on 
@ Other personal action (for further diarrhoea) 
& domestic details see section on 


waterborne disease 
control) 


hygiene meas- 
ures 


Symptomatic relief at 
low costs is adequate 
for most cases 

® Early detection of 
pneumonia / serious 
cases and adequate 
treatment / referral — 
for same 


Smoke free. less 
crowded environ 


Smoke free, well] 

ventilated, less 

crowded, domestic 

environs 

@ Early detection of 
more serious cases 

@ Immunisation 


Acute respiratory 
infection 


Largely 
symptomatic. To 
prevent serious acute 
respiratory infection 
from developing by 
prompt antibiotic 
treatment where 
necessary 


@ Same as above 
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@ Immunisation 


Measles @ Immunisation 


@ Immunisation 


¢¢% 


Worms Washing hands 

Use of latrines 
Give anti worm 
drug once every six 
months to every 
child above 1 year of 
age 

Use of chappals 


Diet rich in greens, 
Tuberculosis 


jaggery, meat and 
egg or “iron-in-the 
pot”. 


BCG: of limited use |® 
Ensure all older 
chronic cough 
relatives in house 
are checked / treated 
for TB 


Malaria @ Use of mosquito 
nets 


&¢ 
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‘Use of latrines 


Massive case detec- 
tion and ensuring full 
treatment for all with 
community - health 
dept. partnership. 


See appropriate 
chapter 


~ Mebendazole thrice 


Ensure use of latrines | @ 


Give anti worm tablet 
(for a child above one 
year, 1 tab 


daily for 3 days or just 
a single tab. of 
Albendazole) 


Pediatric iron tablets 
one per day for six 
months (Cost less 
than 5 paise per day) 


Full course of 6 to 9 
months of treatment 
with 3 to 4 drugs-to 
be prescribed by a 
doctor! 


Adequate drug treat- 
ment 


5.1.3. Advice on family and social circumstances: 


For most problems in this area there is little that can be done by advice to the mother. One im- 
portant advice which if given correctly at the correct time is almost certain to be effective is spac- 
ing. If one approaches a woman just after the first child and discusses the different options and 
helps her to decide and access the one option that she and her husband agree upon, then there is 
a high likelihood of such advice being heeded to. Delaying the first child is another critical ad- 
vice, but more difficult to convince or organize for the woman. (For further details see section on 
family planning). 


One point that does need reiteration is time spent on child care. It takes time to feed a child. 
Feeding five or six times a day, feeding through illness etc. are advice that can be followed only if 
the mother finds the time. But not only that. Children respond to personal attention. Even a 
child's weight and growth is affected by the quality of affection and time given to it. We note that 
though circumstances like child care time, food availability, are not alterable by mere advice, 
families can make changes, by reordering priorities and allocations, once they are convinced 
that the child's health needs such a change. It is therefore worthwhile for an activist to enter into 
discussion on such factors provided it is done with sympathy and concern. 


5.1.4 Advice on medical management 
Ensure that the child is immunized. 


Ensure that the child gets the de-worming tablet, the vitamin A syrup and if needed the child 
iron tablet and the multivitamin tablet. These are available in the health sub-centre, and often 
gets wasted there due to a lack of demand. Especially where there is a child with grade II, III, or 
IV malnutrition, insist on beginning care by giving a course of de-worming tablets, then follow 
with a dose of vitamin A syrup and then give at least three month of iron and the multivitamin 
tablet - one tablet of each once daily. In case on does not get these tablets at the subcenter. The 
family should buy it. But go for a cheap tablet something that costs less than 10 paise a day is 
quite adequate. 

If the child has grade III or IV malnutrition a visit to a doctor is a must. Or if the child has mal- 
nutrition of a lesser degree but there is no improvement after some months then one must en- 
courage the visit. Try to go to a doctor who does not prescribe unnecessary drugs and who is 
helpful to this movement. 

Sensitize the doctors to these issues by sharing our publications with them and discussing such 
issues with them. Remember that their knowledge and skills are essential, but they too are sub- 
ject to cultural and commercial pressures. If one ensures that the programme is not seen as 
accusing them but seeking to work with them and that the programme team has a critical aware- 
ness of these issues, many will become open to reading our publications and eventually may 


develop a better understanding and cooperation. 
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Since diarrhea is the commonest illness and causes the greatest expense explain what rational 
treatment for this is. Similarly warn against harmful culturally / commercially induced prac- 
tices. Thus spending on tins of commercial foods especially if they are dosed like medicines isa 
waste. So too are most costly vitamin tonics and tablets. Low cost food can be propagated in- 
stead. 


The errors in cultural practices like limiting fluids for diarrhoea need to explained. Occasionally, 
one come across practices like branding, or pouring oil into nostrils. These dangerous cultural 
practices needs to be condemned in no uncertain terms and its dangers should be clearly ex- 
plained. | 


Again what is very important is to reinforce correct practices. Giving kanji (porridge) for diar- 
-hoea or home remedies for the common cold are welcome. The doctors advice, for example to 
take anti tuberculosis drugs in a child detected as having tuberculosis, needs considerable local 
reinforcement if it is to be followed. 
5.1.3 Example | 

A. Family A: (the child discussed in para 4.5.A) The advice that needs to be given is “The child 
needs breast milk only. To increase the breast milk flow the mother needs to markedly step up her 
diet. Especially she must increase her intake of fats (ghee, edible oil) and increase protein contain- 
ing foods (dal, milk, curds, eggs, meat, fish). Second the child should be withdrawn from the bottle 
as soon as possible - within a week or two. If cow's milk is being continued one needs to insist on 
giving undiluted milk as well as shifting from bottle to giving through a 'milk - feeder’ or cup and 
spoon.” Also discuss the best measure for spacing - now is the best time (either loop or condoms 
may be preferred). Discuss when to start weaning and how. 


B. Family B: The advice that needs to be given is: “For this child the main need is to increase its 
intake considerably. This can be done by increasing the variety of foods as well as increasing the 
frequency of feeding from two or three time a day to five or six times a day. As well as adding fats 
~ and oils.” This is not easy considering her time constraints and poverty but nor is it impossible. 


A typical discussion may go like this 


THE PRESCRIPTION APPROACH 


Health activist: You should give a spoon of ghee daily and give and egg 

and some fruit - a banana will do. And yes, must feed him five or six times a day. 
Mother: Does not banana cause phlegm 7 

Health Volunteer: That's a superstition. Banana is good for health 
it has alot of vitamins and energy 
Mother: Alright, I'll give it. 


but she really has no intention of doing so! 
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Look at the contrast in the following approach. 
THE DIALOGUE APPROACH 


Health activist 


Mother (laughs) 
Health activist 


Mother 
Health activist 
Mother 
Health activist 
Mother 
Health activist 
Mother 
Health activist 


Mother 
Health activist 


Mother (laughs) 
Health activist 


Mother 


Health activist 


This child needs a lot more food. Since it is growing, its muscles and bones are forming. This makes its 
needs much more than its size implies. In fact it should be eating about half as much as you take, 

But it cannot. It hardly eats what I feed it. Not that I don't try. Ask. 

That's true. Children's stomachs are small. They just can't eat so much rice: Perhaps you can try feed- 
ing the child more often. Ideally it should be fed five or six times a day. 

Well, I am not here. If she is hungry, my mother will give it something. 

Could you possibly add a glass of milk at noon, with a banana. And perhaps you could give an egg at 
night. 

How can we, just for this child alone, buy an egg. The other children will ask and adults. 

Why, explain to the others that the child is sick, and you would save so much money on medicines if the 
child could get it. 

O.K. (It is doubtful whether the mother is really convinced) 

Can you get an egg daily?" 

No. Its difficult. 

And a banana? 

Yes, but, mother says that the child would get phlegm? 3 

That's what I used to think also. But I was told that it's very rich source of energy and minerals. Its got 
all sorts of strength in it. As much as an apple, really. Children really like it. My child takes it nowadays. 
It does not get phlegm. Why do you not add some ghee or oil to the food also. 

Where do we have all these things-in this house of the poor 

Of course you don't have. Only if you have a cow in the house can one even think about it. Even I can't 
afford to buy ghee or butter. But you do use oil for cooking, is it not? 

Yes, some groundnut oil. 

Then why don't you add a spoon of that with his rice, or with whatever else will go with it, Its like a 
tonic. One spoon of oil has as much energy as half cup of rice. And since he cannot eat much... , 
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Mother 


OK I'll try that 


Health activist - But what about increasing his frequency of feeding. I have a suggestion. Why don't you prepare a mix? 


Mother 


You have ragi in the house. Sprout it, then roast and ground it along with some groundnut, add some oil 
and a bit of jaggery. Keep this mixture ina tin. Daily take one handful of it, press it into a ball and leave 
it in a cup with instructions to your mother to give it two hours after you have gone to work. I can show 
you how to make it. It's an excellent strength - giving food. 


Let me try that, if you come that is. I have ground nut in the house from the last harvest. 


Comment: A lot of innovations and tact is shown. Notice that she did not call the mother-in-law's 
view about the banana as wrong, but still countered it. Also see that only the oil and the nutritious 
mix have been agreed to and even the latter needs the volunteer's help. The banana and egg have to 
be followed up in the next visit. 


The health activist also needs to advise about feeding practices during illness, but this 
is about all one can introduce in one visit. 


Family C: Try working out the main messages that must go. into the advice. This entire exercise of 
developing and understanding and giving advice must be repeated by each trainees with at least 3 
children in the village, under guidance during the first training camp. 


5.2 Intervention at the community level: 


5.2.1. 


are 


Developing an understanding 


Today the whole area of child health is ill understood at the level of local decision makers. To 
develop such an understanding one needs to spend time with panchayat and village leaders 
and if possible conduct sensitisation camps for them. A special focus on women members 
helps. One also needs to keep them posted on the activities of the campaign and on the latest 
statistics of not only their village but of other villages also. Thus they become involved and 
over time understand what child health means. Success of this should be reflected in their 
willingness to support and encourage a health activist locally. 


Selecting and supporting the Health activist: 


The heart of community intervention is in the community identifying and sponsoring a local 
volunteer to provide support to all the mothers with small children. Such a person needs to 
spend about three hours every day for at least three days a week doing this. She also needs to 
be ready and available for coming out on one or two days every month for a full day training 
programme. At the outset there is a four day training for her. 


Such a person does not work alone in the village. To help her there is a village health commit- 
tee or what is more useful a women's health committee, composed of women drawn from 
each cluster of houses in the village. 


This Health activist held by the health volunteer and other activists makes a base-line regis- 
ter where every household and every child below five years is registered. The weight, malnu- 
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trition status and immunization status of every child is also recorded. This helps her to iden- 
tify which children are most at risk and focus her attention on such households. 


The Health activist also ensures the registration of vital events as well as serves as coordina- 
tor for number of community level mobilization and intervention on health and other wom- 
en's empowerment issues. 


Prevention of malnutrition - not its treatment - as the goal 


A community desirous of eliminating child malnutrition from amongst its midst must focus 
on the 6th month to 12th (or 18th) month - old child. Even if they are normal the Health 
activist needs to visit all these houses and intervene as best as she can. Why so? Most children, 
especially those on breast feeding are normal upto six months. Then their weight starts lag- 
ging behind due to factors discussed earlier and by the 12 th to 18th month they go into 
malnutrition continuing to worsen at least till three years. Once a child is caught in the vicious 
cycle of malnutrition and disease, especially if it is of grade III are grade IV status it is very 
difficult to retrieve the child. Moreover even as we concentrate on such children more normal 
children are slipping into malnutrition. It has been shown that if, on the other hand, one 
focuses on preventing children from slipping into malnutrition in the first year by proper 
changes in family practices - malnutrition can be decreased significantly in any community. 


However since families are less likely to allow or appreciate intervention when the child is 
normal a social sanction and pressure for this needs to be built up. 


Increasing utilization of existing services: 


The primary health centre and its sub-centres are expected to provide a member of inputs in 
child care. For a number of reasons, discussed elsewhere much of this does not happen. Nor 
can it happen without community support of the sort indicated in this programme. However 
there are some services that only the PHC should provide, which cannot be replaced by the 
volunteer or by people's initiatives. These include a doctor who can attend to all those chil- 
dren who fall sick and need medical attention. It also includes measures like immunization, 
provision of de-worming tablets, provision of iron and folic acid tablets and vitamin tablets 
and vitamin A syrup for children with deficiencies or malnutrition, the proper functioning of 
the drug-depot scheme etc. In many villages one or more of this is not functional. Without 
these services community health action alone will not be sufficient. Mobilization of people to 
demand these services and education of panchayats to be able to voice these demands and 
supervise these health care functions are essential components of people's action. Policy 
changes that ensure accountability of these structures to local governing structures must be 


negotiated by persistent planned people's action. 
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Propagation of key health message for cultural changes: 


Many messages need to be reinforced by mass propagation. The three most useful forms of 
this are the use of local cultural media, the use of posters and the use of electronic media. If 
the individual is given timely advice when such mass propagation creates a suitable environ- 
ment, then the chances of its success are much more. Thus environment building remains a 


major component of such social action. 


Kitchen gardens: 


One interesting intervention in rural areas that can make a significant difference is to provide 


inputs to improve existing home gardens. This can mean provision of seeds or cuttings and of 


training to include more nutritious options. For example in one village we were able to in- 
clude the growing of greens, papaya and drumstick in existing kitchen gardens by providing 
seeds and some minimal training. All there are rich sources of vitamins. One can also give 
inputs to design the garden such that its productivity is maximized. Initiating kitchen gar- 
dens where such a practice does not exist is difficult, but can be tried.A seperate CERD book- 
let on kitchen garden is available in English and Tamil. 


Disease prevention: 


Community level intervention is particularly important for prevention of communicable dis- 
ease. This is discussed in detail elsewhere. 


Improving women's status: 


This is one of thé major reasons for a poor child health status. The discrimination against 
women affects child health through factors like lesser schooling of girls, earlier age of mar- 
riage, malnutrition and stunting of girls leading to low birth weight and less time for child 
care and so on. Any measure that gives women more access to basic amenities or more role in 
decision making will improve the status of child health. | 
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water is necessary 
for good health 


6.2 
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6.2.2. 


Vegetables, 


vitamins and 


6. PRINCIPLES OF NUTRITIONAL ADVICE 
Balanced Diet: 


The central principle of dietary advice is that for healthy living all must get a minimum quan- 
tity of nutrients and get these essential nutrients in a right proportion. This is called the bal- 
anced diet. The essentia] components of a diet are protein, carbohydrates, fats, vitamins and 
minerals and fibre. | | 


milk products, 
rich in protein 


beans, rich 
iN protein 


meat, eggs, and fish, 
rich in protein 


clean 


Nuts, q good 
Source of 
Protein 


rich in Bie faci 
fruits, rich in. 
vitamins and’ 


minerals 
minerals 


Main Foods 


Another, more useful say of putting it is to say there are two types of foods - Main foods and 
helper foods. The main food is our main source of energy. In India it is now rice or, espe- 
cially in the northern states, wheat. Ragi, jowar, bajra and a number of coarse grains avail- 
able locally - there are over twenty varieties of this - can also serve as main foods. 


It is important to stress the fact that these coarse grains have more helper foods - vitamins 
and the important minerals - iron and calcium -,than rice or wheat has. So try to maximize 
consumption of this. Remember in most parts of India, especially in dryer areas, this used 
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to be the main diet, until recently. Also where it is not bought for cash, but grown by them- 
selves or exchanged this is much cheaper than any other alternatives. Some of thesé grains 
have little cash value and may be found available for consumption in the poorest of houses. 


The availability of rice and wheat in the public distribution system (the ration shops) has 
been the central way in which the state has tackled malnutrition. This needs to be continued 
and strengthened and expanded to reach all the rural areas. 


Helper Foods: Proteins: Of the helper foods, proteins are the most important. This is what 
builds the body parts in a growing child and in adults is responsible for maintaining the body. 
Obviously therefore, children and pregnant women need twice as much proteins as others. 
For the vegetarian, proteins are available from milk and curds. They are also available from all 
types of grams and pulses. Groundnut is another very rich source of proteins. All types of 
beans are also rich in protein. For non-vegetarians - eggs, fish, and meat are excellent sources 
of proteins, other than of course, what vegetarians would have. Eggs are now universally avail- 
able to the rural poor. Raising a few hens in the house, and catching fish from the nearby 
ponds (earlier they were raised in the rice fields itself) are ways of getting very good protein 
cheaply. Remember that protein from animal sources - milk, eggs, fish, meat is much better 
in quality and in cultures where these are available and taken by the poor there must be a 
stress on-these. All these items suitably prepared may be given from the.age of six months 
itself. Whenever one has advised a diet or one is analysing a diet of a child see that there is at 
least about two grams of plant protein or one gram of animal protein containing food per 
kilogram of body weight of the child or mother. (An egg has about 10 grams of protein. That 
is why one egg per day is great for a child) : 


Helper foods: Fats: The next most important helper food is fats. This is found in ghee, 
dalda, and all oils. It is also there in meat. All oils used in cooking have it. The oil seeds from 
where these oils are extracted, obviously also have it. Thus a child munching some ground- 
nuts would get adequate oils too. The main need for oils it that they supply a lot of energy ina 
very small volume - which is ideal for a child or a pregnant woman. They are also needed for 


essential ingredients which we cannot get from other sources. 


Helper Food: Vitamins and Minerals: Of the vitagnins and minerals there are six we need 
concentrate on. If these six are arranged for, then one can be sure that all the other essential 
helper foods will come with them. These six are iron, calcium, vitamin A, folic acid, ribofla- 
vin, and iodine. If we have a proper mix of the already described main food and two helper 
foods plus some green vegetables then one is going to find that all the needs of the body are 
met. This is especially true if one has animal foods (meat, chicken, fish, egg, milk) regularly. 
Since however most poor people cannot afford animal foods and green vegetables we do get 
deficiencies of these five nutrients even in children where malnutrition as such is not there. 


We describe below how to ensure that ones diet has adequate amounts of each of these essen- 


6.6 


6.7 


6.8 


6.9 


6.10 


tial nutrients. Remember that except for iron the amount needed of each of these is every 
small - so a very small amount of any of these foods will do - in addition to the above. 


Iron: This is found in meat, eggs, beans. These are costly foods. Some poor eat grasshoppers, 
termites etc. These are good sources of iron. Amongst vegetables, dried fruit is rich in iron but 
costly. All dark green leafy vegetables have considerable iron. Pulses and groundnut also pro- 
vide iron. One rich sources is gur ( jaggery). If the child has anemia try replacing all sugar with 
jaggery and add jaggery into whatever possible. The child will like it. And yes, if you are buy- 
ing sweets at the store nothing is as nutritious as the groundnut cake made with jaggery (chiki). 
Proteins and fats and energy and iron - all fora modest cost! One other unconventional way of 
adding iron is to put a nail - better a rusted nail (only a pure iron nail, not an alloy) into the 
cooking pot while cooking. Take the nail out before serving. Or else cook in iron pots or put a 
piece of iron ina glass of water with some lemon juice in it, for a few hours, and then drink it! 
But be careful when you give this advice. People believe that rust is poison - which of course is 
not true - and they may suspect you-and reject not only your advice but you also, if you offer 
such tips! 


Calcium: This is needed to make and maintain bones and teeth. Therefore like we said for 
proteins, growing children and pregnant or breast feeding women need twice as much as 
others. Calcium is got from all milk and milk products. Coarse grains and oil seeds have 
some amounts. Of course meat, especially bones and shell - fish have quite a bit. Green leafy 


_ vegetables are again the main source by which then poor can get more calcium. Unusual ways 


of increasing calcium is to add a bit of lime (carbon ash to food), or soak eggshells in lemon 
juice and drink the juice or grind them up and mix a bit of the powder in the food. 


Folic acid (and some other vitamins): Many of these are needed to make blood. These are 
got from dark leafy vegetables, whole grain and from meats and eggs. Riboflavin another B 
Vitamin, is also got from the same sources but one may note that it is richest in the outer 


coatings of grain. 


Cooking practices that increase vitamins: One fact about B-vitamins is that while cook- 
ing much of it leaches from the grain or the vegetable into the cooking water. So after cooking 
vegetable or grains do NOT throw off the water. Use it for soup or sambar or dal (Pulses) so 
that one gets the benefits of the vitamins. Also remember the skins of vegetables are rich 
vitamin sources. Try not to discard it. And yes, sprouting the grains or seeds before cooking 
remarkably increases the vitamin - richness of these products. All these are so much cheaper 
and safer than the costly vitamin tablets and injections we waste money on. 


lodised Salt: Nowadays all salt is iodised. So one gets iodine anyway. However if this is an 
area known for having a lot of iodine deficiency - as evidenced by goitre (Swollen necks) or 
mentally retarded children - then one must make special efforts to see that the salt is indeed 


iodised. 


se este tasters 
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leaves on the top of the colocasia or turnips and carrots etc. All vegetables and fruits that are 
yellow, orange or red on cutting have vitamin A. That is why we have the aphorism - the greener, 
the redder, the better. | 


6.12 Vitamin C: Fresh fruits and vegetables: Finally there 1s a role for uncooked vegetables and 
fruits - as available in fruits and salads. Most of them contain vitamin C, which is a vitamin 
lost by cooking. Lemon, amla, gooseberry, are particularly rich sources of this vitamin, though 
almost all fruits and vegetables have some. 


Making model diets: One need not insist on teaching activists this. However it may be an 
useful suggestion to construct such a diet for a one year, a two year and a three year child from 
each project area depending on what is commonly available and eaten there. This would help 
activists in giving advice. Below such a diet as constructed for a Tamil village is given as an 
example. 
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A Model Diet for a South Indian Child of One Year Age 


; uy 
Morning | 125gm 3 1/2 cup 1/2 cup | | 
milk+ PLUS rice OR Suji/Kanji 
I Spoon aD 4 €> 
Sugar > Ges oy 
| 10'o clock | 1 Banana OR I cup pongal | OR 1 cup halva CS 
j 4 id 
Noon 1 cup rice PLUS 1/2 cup dal PLUS Greens Vegetables | | 
=>. ke one 


2'o clock 


1/2 cup suji OR One ball 


halva groundnut or nutritious 
Sundal G@ mix | 
4'o clock 1 Slice bread 


Green 
vegetables 


Night 


1 cup = 200 ml (that's a big cup!) 1 cup rice = 2 chapatis = 1 banana = 2 slices of bread 
One year child requires 1000 calories and 17 gm protein 

| cup of cooked rice = 60 gm of uncooked rice = 200 calories (it also has some protein) 
Two chapattis = one cup of cooked rice 

250 ml of milk = 8 gm of protein and 150 calories. One egg = 8 gm of protein 

Two teaspoon oil = 10 gm = 100 calorie or 1/2 cup rice or one roti 

One spoon sugar = 20 calories 

One cup cooked dal = 10 gm protein 

One would need some professional help to construct such a model diet. 
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THE PREVENTION AND MANAGEMENT OF DIARRHOEA 


Objective 


1. To understand the causes of diarrhoea and to clear wrong conceptions about the disease 
> ‘To understand how to manage diarrhoea in the home. 

3 To understand when to refer cases of diarrhoea. 

Time two hours. 


Review Questions: 

1.What are the beliefs about the cause of diarrhoea in your area? Which of 
these are correct? Which are wrong? 

2.Prepare a glass of ORS (and test by drinking it.) What are possible ORS 
substitutes. 

3,What are the signs for referring a child with diarrhoea to a doctor or a 
health worker ? 

| 4 Estimate what is the unnecessary expenditure on treatment for diarrhoea 
in one year ina village of 200 families, based on a study of the expenditure 
in the previous month in a few families that you sample. 
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ACUTE CHILDHOOD RESPIRATORY INFECTIONS 
Objective 


1. To understand how to advice on management of common colds and coughs 


2. To be able to differentiate serious respiratory infections early and refer it 
Time: Two hours 


Review Question: 

4) 1. What would you advice for a child with a mild cough or cold? 

2. How would you prevent frequent coughs and colds from worsening the 
child's nutrition? 

3. How does one recognize the warning signs of pneumonia or other serious 
respiratory illness? 
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IMMUNISATION AND IMMUNISATION PREVENTABLE DISEASES 


Objective 

1. Toknow the immunisation schedule 

+ To understand the reasons for immunizing children in this schedule and be able to communicate 
this to people 

3. To understand how to structure initiatives to improve immunisation coverage. 


Time: One hour 


Review questions 


1. Write down the immunisation schedule for an infant. 
2. What are the reasons for each of these doses and how would you explain 
it to a parent? 


Immunisation Camps: 


Often in health campaigns there is a request by the government or by the community to organise or help in the conduct 
of immunisation camps. Such camps are welcome and it is useful to cooperate in them provided the following mini- 
mum conditions are met. © 


|. The plan should be for a minimum of three camps of monthly or six week intervals. If this is not so then children 
will not get adequately immunised. (Often for purpose of showing to higher ups that immunisation is being done, 
a number of single camps may be organised) 


2. The camp organisers must ensure a disposable needle for each child or have enough equipment to sterilise needles 
again and again, though this means a loss of time. 


3. The local PHC's should have adequate facilities for follow up. Children born subsequently should be immunised 
through these mechanisms and not have to depend on camps. Remember that in conception immunisation cam- 


paigns are only good for clearing a backlog of unimmunised children. They are not a substitute for a functional 
primary health centre. 


Our health campaign can also make use of the immunisation camps to 


i. Refer malnourished children and very sick children to the doctors who come to this camp. 
2. Conduct health education programmes for mothers. 


3. Introduce and win popular support and official recognition for the community health workers/ Health activists. 


Pulse Polio Camps: 


This is a part of an effort to eradicate the polio disease. Both children who are fully immunised and children who 
are not immunised must receive a dose of anti polio drops on these days. Remember that this is not an substitute but an 
additionality to the regular immunisation programme. 
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PREGNANCY 
CARE 


Introduction 


Undoubtedly this is the central concern of all public health services. Questions have been raised as to how much can 
be achieved in pregnancy care if the woman has been deprived as a girl and discriminated as a woman. Questions have 
been raised as to how justifiable it is to bother about women's health only to the extent that it concerns motherhood and 
to ignore the rest of her health problems. These are undoubtedly valid concerns. But having stated them we have to 
reckon with the reality that the greatest existing social consensus and social demand is for the provision of maternal 
health care. This is the absolute irreducible minimum for any health system. 


The inability to deliver a satisfactory level of maternal health care has many causes. In the annexure we have an 
article which deals with the personal and occupational problems of ANMs, the main-person who is entrusted with the 
provision of this care. There are also larger issues like state funding, or the development of transport infrastructure and 
tertiary hospital infrastructure that this book does not address. The goals of this book are modest. We only focus on 
what community initiatives can do to improve the quality of existing services. Central to this is increasing awareness of 
what existing services are expected to provide. One notes for example that in well administered districts pregnancies 
may get registered promptly and the tetanus toxoid may be given. But when it comes to checking urine and blood 
pressure and early detection of high risk cases and shifting them to hospitals on time - very little happens. The public is 
completely unaware of what all is expected and assume that there is no ante natal care involved beyond immunisation, 
and at best the iron tablets. The presence of community health worker not only alerts the community, it also facilitates 
the interventions of the ANM. The central challenge of this component of the programme is to get the community and its 
elected local body to see the community health worker as its domain of action, a domain not to be left to the state. This 
is to be done while simultaneously insisting and indeed using the health worker to insist that what the State provides 
through the ANM and the primary health centre network is indeed provided and utilized in full. This complementary 
role of state and civic action is something that the state is reluctant to see and ineffective in implementing. But decades 
of demanding state action and downplaying civic responsibilities have also crippled communities from seeing their 
own role. 

This module is organized like the earlier module on child health with objectives of each session stated, a mass 
communicaion booklet for group reading and a set of review questions for group discussion. 


A note of caution is however needed that where there is a total breakdown of state services one will have to undertake 
training and support to birth attendants in a much more active way. Indeed one may have to move towards training 
community health workers for the role of birth attendants and of the ANM. Of course such an intervention, even in such 
desperate situations, would only be an interim measure - for it is the role of the state to provide these services-with paid 
functionaries. Even the training of dais must be done at an institution handling childbirth routinely and not in our 


usual training camp mode. 
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ANTE - NATAL CARE 


Objective 


| To understand what services are available for a pregnant woman? 
> To ensure full utilization of ante-natal services and to supplement it when necessary. 


Time: Three hours. 


Review Questions: 

1. What are the first indications that a woman 1s pregnant? 

2. What all is the ANM expected to check in a pregnant woman? 

3. What are the indications that child birth is likely to be complicated? 

4. What are the services that a pregnant woman ts provided for in your area? 
When a health activist visits a pregnant woman what do you ask and sug- 
gest? 

5, Look at the following box. These are some of the things a dai should have 
with her as part of her kit. Does your dat have these? 


These are some additional supplies a midwife or birth attendant may have: 


teschlight: <4) ako 
fetoscope ee 


blunt-tipped scissors for (SN 
cutting the-cord before the 
baby is born all the way —_> 


sterile syringe 
and needles 


weighing 
machine 


sterile 
gloves or 

plastic 

bags > sterile needle and gut 
thread for sewing tears in 

Seeisees the birth opening 
several as 
injections of 


ergonovine, 
ergometrine, 


or oxytocin tetracycline or suction bulb for sucking 


erythromycin ointment mucus2 out of the baby's 
nose and mouth 


for the baby's eyes 


6. What are the problems that ANMs face in providing ante natal care ? How 
could the community help ? ( see annexure 2 for details. ) 
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CARE AT DELIVERY AND POST NATAL CARE 


This is not conceived as a task for the health activist. The ANM is trained to perform this. However 
in most villages she does not undertake this task or the village does not call upon her for this. In most 
villages there is a traditional birth attendant - a woman, who normally conducts the delivery. Govern- 
ment programmes focus on providing this traditional birth attendant (TBA) or dai as she is more 
commonly called, with a proper course of training - so that she can upgrade her skills, which she has 
learnt by apprenticeship with an older woman in this trade. This training also helps ensure that mini- 
mum safety precautions are followed. In some parts of the country, this system is on the decline, but in 
~ most parts of the country, this is still the major arrangement for delivery, 


Below are a few tips. These are some of the more important things to ensure in the dais work. Re- 
member, that this is no substitute for training. If some of the health activists are interested in this 
training they could be provided with this Opportunity, but such training should be ina place where 
they can conduct delivery under supervision. Just lecture or even audio-visual aids based training will 
not do. 


This tips given below are for interaction with dais, to support them and ensure that a minimum 
quality of care at delivery is available at the village. 


1, THE FIVE CLEANS 


This is one of the most important aspects to monitor. We have to ensure that in a child - birth the 
attendant ensures: 


@ A clean blade (to cut the cord). A new blade for each child-birth is a must. In the event of not having 
a new blade, whatever scissors or blade or knife is used must be cleaned well and placed in boiling 
water for at least twenty minutes before it can be used. : 


® A clean thread to tie up the cord before cutting. This is kept ready 
before delivery by placing two strong pieces of thread, each about 20 
cm. long in boiling water for 20 minutes and then lifting it up and 
Keeping it rolled in piece of cloth similarly boiled. Some dais may 
choose to boil and ready the thread when they come to attend on the 
child-birth. 


@ A clean surface to lie on - The floor where the mother is lying down 
should be cleaned well, preferably with a disinfectant like phenyl. 
Cow-dung to prepare the mud floor must be avoided. Also clean sheets 
and clothes for mother and child - These must be washed in boiling 
water and dried in the sun and then folded up and kept separately in 
a box, to be used at the time of child birth. 


® Clean cord: It is important to ensure that no cow-dung, is applied on the cut end of the cord. Not 
even any paste or preparation. Keep the cut end dry and if needed, wrap it lightly in some sterile 


cloth. 
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@ Andlast and the most important - clean hands 
of the attendant. The dai-birth attendant 
MUST wash her hands with soap and water 
and have clean nails before she attends on a 
child birth. 


The reasons for such strict cleanliness if be- 


cause of the high incidence of infections for child 
and mother if a child - birth is conducted with- 
out these clean precautions. Earlier most children 
would die from tetanus and a number of moth- 
ers would die of infections in the blood due to 
lack of this care. 


2. Giving Birth 


We describe below the chief characteristics of 
each stage of child birth, as well as instructions 
that the dai needs to give a pregnant woman both 
in normal child birth and with common compli- 


cations. Health activists need to know this so that 
they can assist and assess the functioning of the 
dais. But this entire section need not be trans- 
acted unless there is a special need for it in that 
village. 


Just before onset 


Main features at this stage: 


@ Pains begin, initially irregular about once 
in 30 minutes. 

@ Clear mucus comes out of vagina. 

@ Bag waters might break 

What to do in normal childbirth 


@ Calldai 


@ Keep supplies ready 
@ wash yourself, esp. in genital area 
@ Rest and regular light meals and fluids. 


Possible problems 


If it is diagnosed as a high risk case, trans- 
port to an institution equipped to manage this. 


Labour Stage - 1 : From when cervix begins to open to when it is fully open 


Main features of the state: 
@ 10 to 20 hours @ first birth 
@ 7 to 10 hours in subsequent births 


Things to check on in this stage: 


@ Check on contraction - about one very 10 
minutes initially to one every 2 to 5 minutes 
later, each contraction lasts for a min. 


42 | ADDRESSING WOMEN AND CHILD HEALTH NEEDS 


@ Check that waters on breaking are clear 

@ Check to ensure that baby is in head down po- 
sition 

@ Continue walking 

@ Eat light foods and drink as much sweet liq- 
uid or tea as desired 

@ Pass urine often 


@ Take deep slow breaths during contraction 
@ DO not PUSH out baby by straining 


Problems that can arise at this stage and 
what to do: 


If contractions continue for over 24 hrs. 

@ Encourage mother to catch some sleep 

© Keep up her diet especially with sweet drinks 
Move her to a hospital at once 


_ @ If waters break but labour does not start 
within 12 hours 


@ Do not put anything in vagina 


© Try to start labour by Local measures includ- 


ing sucking on breast, swallowing two spoon 
of castor oil, or certain herbal teas. 
@ If labour does not start soon after, one must 
move to a hospital 
® If the waters break and the water is green or 
brown or turbid. 
If it is still early in labour, best to shift toa hos- 
pital 
If the baby is about to be born try to hasten it 
by making the mother push and then clear the 
mucus of the baby and help it breathe. 


Labour Stage - 2: From a fully open cervix till baby is born: 


Main Features of the stage: 


® Mother feels a strong need to push (like 
when passing stools) 
# During contractions, the mother's bottom 


Now push hard 


. ‘ ( ~ 
The head usually com then the baby turns so 
out face down... the shoulders can be born 


Now do not push hard 


Fe es 
es 
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bulges and baby's head is seen at vaginal 
opening. 

Usually the mother is asked to sit - propped 
up. 


Things to check on in this stage: 


@ 


5 


Stay with the mother. Dai should be here by 
now. If not prepare to help. 
When the contraction comes, at that time 
alone, let the mother push (strain) 

When the head is seen and stays at the open- 
ing even in between contractions, stop the 
mother from straining and ensure head 
comes out slowly - to prevent tears. (In hos- 
pital a cut may be made with scissors to help 
at this stage) 

Hold the baby's head and guide toward 
mother's back so that front shoulder is born 
first 

DO NOT PULL OR TWIST HEAD 

Hold the baby - DO NOT let it fall. It easily 
slips. 


Problems that can arise at this stage and 
what to do: 3 
@ Ifthe stage lasts over two hours 
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Cord showing 
at opening of vagina 


Manage as for a prolonged first stage. 

If cord comes out before the baby. 

If baby is coming out fast, hasten the deliv- 
ery by making mother push. 

If baby is not coming out fast, put mother 
on knee-chest position, help her to reduce 
pushing and shift to hospital where an op- 
eration can be done. 

If the shoulders get stuck or if there are twins 
or if the buttocks come out first i 
If detected when part of the baby has been 
born the dai proceeds to deliver the rest. 
The training needed for this is part of a dai 
training programme 

If despite such measures the baby is stuck 
one has to move to a hospital 


When Cutting the Cord: 


Wait for cord to stop pulsing and turn white. 
This takes about two minutes. Then put two 
knots around it, two finger widths apart and 
two finger width distance from the baby. 
With a new razor cut between the knots. 
NEVER put any cow-dung or any dirt on the 
cut stump! 


If head comes out and there is a cord around 
its neck 

Slip the cord over baby's shoulder or head. 
If it is very tight and cannot be slipped, tie it 
like after delivery and cut it cleanly, taking 
care not to injure baby or mother. 


Labour Stage - 3 : From birth of child to when placenta (after-birth) comes out 


Try to make sure 
the membranes 
are all there. You 
should be able to 
imagine them 
fitting together as 

a sack. 


Things to check on in this stage: 


® Mother may wait quietly. Passing urine or 
coughing or blowing into a bottle may help. 
Breast feeding or even rolling the nipples 
may also help. Check the placentas after it is 
out to see whether it is whole or has some 
pieces missing. 


Problems that can arise at this stage and what 
to do: 

® If placenta is delayed in coming out 

@ Try injection of 10 mg. oxytocin in her hip 
or thigh 

© Ifthe mother starts bleeding and placenta 


missing # 


has not come out or if a part of the placenta 
or membrane is missing. 

Try to ensure child or some one else sucks 
on her breast as this helps contractions. Then 
try oxytocin 10 mg. injection. 

Shift to where medical help is available, 
along with two blood donors - preferably of 
compatible group. 

If medical help is too long off and mother 
faints one may try to gently pull out the pla- 
centa - if it can be shown to have separated. 
But to make out whether it has separated 
needs more training. One must not pull if it 
has not separated. 


3. POST NATAL CARE 


Baby care at birth: A health baby will start 

breathing, move its arms and legs vigorously 

and start crying right sway. To care for it, the dai 

(birth attendant) must: 

@ Wipe its mouth and nose with a clean cloth. 
To help the mucus drain, keep the baby's 
head lower than its body. Use a suction bulb 
(part of the dai kit) to remove the mucus if 
needed. 


® Puta clean cloth around the child and give 


to the mother right away. She should put it 
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to breast, and its sucking will help her in 
tightening the womb, stop bleeding and 
helping the placenta come out. 

Talk to the mother about breast feeding and 
encourage her till the breast milk flow is es- 
tablished. This may take time. Encourage 
her to give the first milk. 

The cord stump should be kept clean and 
dry. Keep it covered loosely with a sterile 
cloth or gauze to keep flies away. 

Clean the baby and wash it with cool boiled 
water and a clean cloth or even with breast 
milk. 

Weigh the baby. A baby weighing machine 
may be part of a dais kit. If not the local 


Chest and 
abdomen rise 
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anganwadi will have it. Especially if the baby 
appears very small, it is important to weight 
it. 


Problems at Birth 
Baby does not breathe: 


5 


Within two minutes of cord becoming 
white, if baby does not breathe it may have 
brain damage. So as soon as it is born, clear 
the baby's mouth and nose of mucus, firmly 
rub its back and feet and if it is still not 
breathing start rescue breathing. 


Chest and belly fall 
between buffs 


Baby born too early or too small 


A baby born before 9 months is born too early. 


A baby that weighs less than 2.5 kg. is born too 
small. Below 1.8 kg. it is dangerously small. 
These babies need special care. 


1. Dry the baby with a warm, clean cloth im- 
mediately after birth. 

2. Put the naked baby against the mother's 
body. Cover the baby with warm cloth and 
blanket. Make sure that sure the head is cov- 
ered and the room is warm. 

3. Put the baby to the mother's breast, Small 
babies need to nurse at least every 2 hours. 

4. DO NOT bathe the baby - even if needed for 
a week or longer. It must stay warm. 

CARE OF MOTHER 

Immediately after child birth | 

@ Feel the top of mother's womb. It should be 

hard and rounded and about the level of na- 
vel. If soft, rub the womb till it hardens. 

@ Check for bleeding. Also look at the moth- 
er's vagina for tears. 

@ Give her plenty to eat and drink if she is hun- 
gry. 

© Help her to start breast feeding. 

In the subsequent 6 weeks 

® lo prevent infection do not put anything in 
the vagina for six weeks, especially till bleed- 
ing stops. Sexual intercourse too should be 
avoided for these six weeks. 

®@ Lotofrestat least for six weeks and good pro- 
tein - rich nutritious food and plenty of flu- 
ids is a must. 

@ If she has a vaginal tear she should keep it 
clean. Pour sterile water over her wound af- 
ter passing urine. Wash her genitals. Do not 
sit in water for at least a week. 

@ She must start a family planning method be- 


fore she has sex again. Though unlikely there 


is a chance of becoming pregnant even 


within the first month after child birth. Oral 


pills not being advisable the choice is largely 
between condoms and IUD. Of which, espe- 
cially in the first few months condom is far | 
preferable. 

If there is fever in the mother, increase her 
fluids, but if very hot or persistent she needs 
antibiotics. 

Start on cotrimoxazole or whatever is avail- 
able until she reaches the hospital, if this is 
going to take time. 

If the baby is not in head down position or if 
it is twins. Shift to hospital if detected early 
enough. 
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BREAST FEEDING: A BRIEF NOTE 


The advantages of breast feeding are: 

@ Itis the perfect food for the baby upto six months of age and it protects the baby against illnesses. 
@ Breast feeding helps womb stop bleeding and later helps the womb and abdominal muscles return 
to their best shape. 

Breast Feeding build a close bond between mother and child. 

Breast Feeding is the cheapest and safest form of child care and feeding. 

Breast Feed provides some degree of protection against becoming pregnant though itis not enough 
for the couple not to use family panning measures. 


o¢ 4% 


Some hints on breast feeding 

@ Begin breast feeding in the first hour 

@ Ensure that colostrum - the first yellow coloured breast milk, is given to the child as it is very 
important in protecting the child from infections. 7 

@ Feed from both breasts, but let the baby finish one breast before offering the other. The whiter milk 
that comes after the first few minutes is richer in fat and more beneficial to the baby. The baby will 
let go when it is ready to stop or switch. If the baby takes only one breast at a feeding begin the next 
feed on the next breast. ; 3 

@ Do Not give water or cereals or other milk at least for four to six months. This reduces the breast 
milk and may be harmful to child. 


BREAST FEEDING PROBLEMS 

Problem 1 - Too little milk 

Suggested remedies 
Ensure that only breast milk is given. 

- Ensure that mother is relaxed and has a comfortable and private place to give the breast. 
Ensure that the mother is receiving a food rich in protein and fats. 
Remember that if the child is growing well and seems happy, if it wets the nappy about six times a 
day, passes stools about thrice a day the milk is enough. Most often the feeling that there is not 
enough milk is an anxiety that is not true. 


¢$¢¢ ¢ 


Problem 2 - Child does not take full feed 

Suggested remedies 

@ May be the position of the child is 
uncomfortable. The baby's face 
should face yours, and the baby's | 
head should be ina straight line with }. 
its body and its body should be well {. 


supported. This baby has a good This baby does not have 


mouthful of breast enough breast in its mouth 
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Chest to chest, chin to breast. 


The mother’s 
back is straight 


The baby's head is 
supported and in a 
straight line with the 
rest of its body, 


The baby suckles 
the breast, not just 
the nipple 


The baby's body is 
straight and turned 
towards the mother's 
This is another good position 

any woman can use. Use 

pillows or some rolled up 
cloth under the baby 


With a newborn, the 
mother’s hand should 
cover the baby's bottom 


® Maybe the whole areola is not in the mouth and only the nipple is going in. The sucking may be fast 
and noisy. If the areola is fully in, the nipple goes back in the child's mouth further and the child 


gets more milk. 
® There is too much disturbance for the child when it is feeding. A quiet place is needed. 


Problem 3 - The nipples are cracked and it is painful to breast feed. 

Suggested Remedies 

® This occurs if the whole areola is not in the mouth and only the nipple is 
going in. Ensure that the whole areola is going in. 

® Do not wash the breast and nipple with soap and water too often. It is 
enough it if is cleaned with a damp cloth or washed in clean water. Soap 
should be used occasionally as it dries the skin too much. 

® Wet the sore nipple with breast milk application at the end of the feed. 

® Ifpain is too great, remove the milk by hand and feed it using a cup and 
spoon. 


Problem 4 - Painful engorged breasts 


Suggested remedies 
® This can occur at the onset of breast feeding when the milk builds up 


before the baby can take so much. Or it may develop if there is a sudden 
delay or for some reason an interruption in the breast feeding schedule. 
Avoid such situations by feeding the child often and regularly. 


® If they occur, remove the milk by pressing it out with one's hand. This js 


done by gripping the areola around the nipple and pressing back, towards the chest. Do not squeeze 
the nipple. Continue to press and relax your fingers alternatively moving the fingers all around the 
areola. 
@ Alternatively one can use a breast pump or suction device. | 
@ Putting jasmine flowers around the breast, in the blouse, or even wearing it in ones hair, is a good 
way to reduce the flow and reduce the engorgement. Or one may give pyridoxine tablets. But some 
of these ways may stop the flow altogether. | | 


blocked 


Problem 5 - Blocked ducts and infection: | 

@ Ifa painful lump forms in the breast, or if there 
is redness and the area is hot and swollen and 
painful, suspect this. 

@ Best to consult a doctor 

@ Meanwhile apply warm fomentation and con- 
tinue breast feeding. It will not harm the baby. 
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members of the household also. 
We also need to emphasize that even in tribal communities as well as in all modern societies 


society accepts that the bringing forth of children and their upbringing is a matter of great social con- 
cern and both government and local communities have major responsibility in this area. 


We discuss below some ways in which male members may contribute and some ways in which 
the local community must act to fulfil their obligations in child care and care for the pregnant woman. 


Roles for male members: 

® Provision of emotional support - so that the wife feels cared for and secure is the single most im- 
portant aspect. 

@ Reducing the burden of household work especially the more strenuous work like fetching water, 
washing clothes etc. also makes a major difference in this period. If one cannot do it oneself get 
someone else to help. Taking care of the other children is another most welcome contribution a 
man can make. | 

@ Ensuring proper nutrition and proper access to medical facilities - going with her to the doctor for 
example are to her essential ways of providing support. 

®@ During child birth, getting her to a doctor or getting the dai is important. 

® After child birth, helping in looking after the child - cleaning it, changing nappies and allowing the 
wife to catch some sleep by looking after the child for at least a part of the night are all major 
sources of support to the women. 

® Ensuring a joint decision on planning the family and a strict adherence to some measure of spac- 
ing is another major male role. For at least 6 weeks after the child - birth sex is to be avoided. 

® Finally remember that in the community as it stands today men have a much more powerful say. It 
is primarily the responsibility of males that too those in decision making processes, to ensure that 
the necessary public facilities for adequate care for women's health is available and functional. 


Intervention at the community level is focused on: 

a) Ensuring that all dais practising the trade have undergone an official training. (This can be diffi- 
cult to organise at times, but facilities for providing such training exist at many places in the state). 
One has to ensure that once every 3 to 5 years there is a systematic identification of all 
those practising this vocation and sending them for training or a shorter course of re- 


training. 


PEOPLE'S INITIATIVES IN PRIMARY HEALTH CARE Gi 
bess 


OS462 


b) 


Cc) 


d) 


f) 


A minimum monitoring of dais at work to ensure that the most important safety guidelines are 
being followed and to provide support and encouragement to them for this work. Of course such 
monitoring needs a minimum knowledge on the part of the women's committee or whosoever 


~ undertakes to monitor the dai at work. 


Ensuring that a minimum quality of ante natal care is available in the village. Central to this is 
supporting and facilitating community health workers and the ANMs in the provision of such 
care. 


Ensuring that pregnant women who are diagnosed as being at greater risk for an adverse outcome 
are able to go to a health care facility which is conducting delivery and has the capacity to manage 
emergencies. The minimum for such a center is a doctor who could conduct a surgery to remove 
the baby if natural delivery becomes impossible. The minimum facilities for such surgery to be 
conducted are an- operation room, sterile equipment, blood transfusion, equipment and doctors 
who can give anaesthesia etc., Today, according to the government plans at least one such center in 
each block if not more, designated first referral units, are to be created and they must have these 
minimum facilities. 


Primary health centres should be also able to conduct a part of the high risk deliveries (since they 
have a medical officer and a trained ANM and some of the smaller equipment). Or if they are 
unable to handle the high risk case - they must have the facility to transport the patient to the 
higher center. 


Also important are measures like food supplementation and child care centres. Another major 
area of intervention is reducing the burden of work expended on gathering water, fuel, fodder. 
Though these are needed for all sections of women, in pregnancy the provision of such support is 
even more essential etc. 
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Introduction: 

This section deals with a woman's understanding of herself - her body, her sexuality, her mind and the way control 
is exercised over these. Many activists of women's movements see these as some of the central issues in women's health. 
Even those who do not agree with giving such a central piace to these concerns cannot deny that this is one of the major 
concerns in women's health. 7 , 

Two recent development have led to an urgency on these issues. One is the spectre of AIDS and the inability of 
simplistic messages stressing condoms and monogamy to make a dent in the galloping incidence of this disease. It is 
clear that without addressing issues of human sexuality one is going to be unable to tackle this disease, and its deathly 
toll of young men and women in the prime of their life will continue. Second is the realisation that target oriented, 
women directed, largely terminal methods of family planning have reached their limits. Pushing back the age of mar- 
riage or the timing of the first child and birth spacing require changes in attitudes and behaviour, not just inputs of new 
technology. Again the challenge is of bringing issues of human identity and sexuality into the centre-stage of public 


discourse. 

As a result of these development, and also catalysed by the persistent voices of women's activism that has from the 
beginning been critical of reducing the entire women's health issues to the single dimension of fertility and its control, 
most health departments, and “population education” programmes and funding agencies have woken up to issues re- 
lating to the adolescent girl and the issues of women's identity. 

Given the dominance of patriarchal culture, even within organisations, it is difficult for organisations, like ours, to 
begin with many of the themes taken up in this section, except perhaps where one has close links with the community as 


well as suitable resource persons. 

In most areas we start with issues of child care and care at pregnancy, go on to women's illnesses and raise the issues 
of adolescent health and fertility control only later when we are transiting to other support activities for women. 

An exception to this is in special programmes for adolescent girls being encouraged as AIDS control programmes in 
girls high schools where one is required to start with such issues. When one does start with such issues the exact method 
of communication chosen varies with the situation. In most places one uses small group discussions (initiated by a 
short presentation or joint reading of a booklet) as well as certain games / exercises to raise these issues. This section 
only states the major issues but leaves the strategy of communication to be decided locally. We however indicate certain 
games / exercises that could help to communicate or begin a dialogue on such a sensitive topic. 

The first 16 pages of this section are taken as such from the book. “Where Women Have No Doctor” and even the rest of 


this section draws heavily upon that book as its main source and inspiration. 
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UNDERSTANDING SELF 


Every woman 
changes from a girl 
into a woman. 


_.. and then from a 
woman into an 
older woman. 


Reproductive 
years 


A. UNDERSTANDING OUR BODIES 


In many ways, a woman's body is no 
different from a mans. For example, 
women and men both have hearts, kid- 
neys, lungs, and other parts that are the 
same. But one way they are very differ- 
ent is in their sexual or reproductive 
parts. These are the parts that allow a 
man and a woman to make a baby. Many 
of women's health problems affect these 
parts of the body. 


Sometimes talking about the sexual parts of our bodies can be difficult, 
especially if you are shy, or do not know what different parts of the body are 


called. In many places, the reproductive parts of the body are considered 
‘private’. 


But knowing how our bodies work means we can take better care of them. 
We can recognize problems and their causes and make better decisions about 
what to do about them. The more we know, the more we will be able to de- 
cide for ourselves if the advice that others give us is helpful or harmful. 

Since different communities sometimes have their own words for parts of 
the body, in this book, we often use medical or scientific names. This way, 


women from many different regions ~ will be able to understand 
the words. 
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Menopause , 
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You can feel your hip 
bones just below your waist. 
They are part of the pelvis. 
The pelvic area is everytning 
between the hips. This is 
where a woman's reproduc- 

_ tive parts are. 


No one should 
feel ashamed of 
any part of his or 
her body. 

The more we know 
about our bodies, the 
more we cant each 
our children how to 
have better health. 


A Woman's Reproductive System 


A woman has sexual parts both outside and inside her body. They are called the reproductive or- 
gans, or genitals. The outside parts are called the vulva, Sometimes people may use the word vagina for 
the whole area. But the vagina is the part that begins as an opening in the vulva and leads inside to the 
womb. The vagina is sometimes called the ‘birth canal’. 7 | 


The drawing below shows what the vulva looks like and what the different parts are called. But every 
woman's body is different. There are differences in the size, shape and color or the parts, especially of 
_ the outer and inner folds. | 
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The Breasts 

Breasts come in all shapes and sizes. They start to grow when a girl is 
between 10 and 15 years old, when she changes from a girl to a woman e>/ 
(puberty). They make milk for babies after pregnancy. When they are 2 
touched during sexual relations, a woman's body responds by making her 


vagina wet and ready for sex. — ® @) | 
Inside the breasts: 
Glands make the milk = 
Ducts carry the milk to the nipple “¥ < 


Sinuses store the milk until the baby drinks {,\ ND 
it. y , 

The nipple is where milk comes out of the | | 
breast. Sometimes they stick out. Sometimes they m\e 
are flat. 

The areola is the dark and bumpy skin around ) 


the nipple. The bumps make an oil that keep the 
nipple clean and soft. 
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A man's Reproductive System 


A man’s sexual parts are easier to see than a woman's because they are mostly outside the body. The 
testicles (balls) make the main hormone in a man's body, called testosterone. When a boy goes through 
puberty, his body begins to make more testosterone. It causes the changes that make a boy took like a 
man. 


_, vas deferens ; 
(sperm tube) ) 


~ testicle 


scrotum 


urethra 


Having a Baby - Will it be a Boy or a Girl? 

About half of a man’s sperms are boy sperm and half are girl 
sperm. Only one sperm will join with the woman's egg. If it is a boy 
sperm, the baby will be a boy. If it is a girl sperm, the baby will be a 
girl. 

Because most communities value men more than women, some 
families would rather have boys than girls. This is unfair because 
girls should be valued just as much as boys. It is also unfair because 
in some places a woman is blamed if she does not have any sons. 
But it is the man’s sperm that makes a baby either a boy or a girl. 


Boy or girl? It is up to chance... 
much like flipping a coin. 
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B. BODILY CHANGES 


Sometime between the ages of 10 and 15 a girl's body begins to grow and change into an adult 
body. These can be exciting and difficult years. A young woman may not feel exactly like a girl or a 
woman - her body is somewhere in between and is doing new things she is not used to. What can 
make it harder is when no one talks about the changes, and so a girl may not know what to expect. 
This chapter describes these changes, tells how a girl can stay healthy as she grows, and gives infor- 
mation to help her make the right decisions for a healthy life. 


oe Girls who get enough to 
oe eat do better in school 


Changes in Your Body (Puberty) — 
All girls go through changes in their bodies, but the changes happen differently for each girl. So do 
not worry if your body does not look exactly like your sister's or friend's. 


Growing: Your first change will probably be that you grow fast. You may be taller than all of the boys 
your age for a while. You will usually stop growing | to 3 years after your monthly bleeding starts. 

Body Changes: Besides growing fast, your body will begin to change. There are natural chemicals 
in the body called hormones that tell your body to grow and that make these changes happen. 


Inside your body: There are other changes that you cannot see. The womb (uterus), tubes, ova- 
ries, and vagina grow and change position. 

What you feel: As you go through these changes you become more aware of your body. You may 
also become more interested in boys, and in your friends. There may be times when your feelings are 
hard to control. In the days before monthly bleeding, it is even more common to have strong feelings 


of all kinds - joy, anger, and worry for example. 
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Monthly Bleeding 

About once each month during her reproductive years, a woman has a few days when a bloody fluid 
leaves her womb and passes through her vagina and out of her body. This is called ‘monthly bleeding’, 
the 'monthly period’ or 'menstruation'. It is a healthy process and is part of the way the body gets ready 
for pregnancy. 


Around the _ world, 
woman have many dif- 
ferent names for their 


monthly bleeding 


My monthly 
habit is here 


| have my 
monthly 
bleeding 


——- — +, 
oe 


| have a 
visitor from 
Russia 


A friend is 


visiting 


| have my 
period 


Maria is 
crying 


Most women think of their monthly bleeding as a normal part of their lives. But often they do not 
know why it happens or why it sometimes changes. 


The Monthly Cycle (Menstrual Cycle) 


The monthly cycle is different for each women. It begins on the first day of a woman's monthly bleed- 
ing. Most women bleed every 28 days. But some bleed as often as every 20 days or as little as every 45 
days. 

The amount of the hormones oestrogen and progesterone produced in the ovaries changes through- 
out the monthly cycle. During the first half of the cycle, the ovaries make mostly oestrogen, which causes 
a thick lining of blood and tissue to grow in the womb. The body makes the lining so a baby would have 
a soft nest to grow in if the women became pregnant that month. 
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In the middle of the cycle, when the soft lining is ready, an egg is 
released from one of the ovaries. This is called ovulation. The egg then 
travels down a tube into the womb. At this time a woman is fertile and 
she can become pregnant. If the woman has had sex recently, the man's 
sperm may join with her egg. This is called fertilization and is the 
beginning of pregnancy. 

During the second half of the cycle - until her next monthly bleed- 
ing starts - a woman also produces progesterone. Progesterone causes 
the lining of the womb to prepare for pregnancy. 


Most months, the egg is not fertilized, so the lining inside the womb 
is not needed. The ovaries stop producing oestrogen and progester- 
one, and the lining begins to break down. When the lining inside the 
womb leaves the body during the monthly bleeding, the ege comes 
out too. This is the start of a new monthly cycle. After the monthly 
bleeding, the ovaries start to make more oestrogen again, and another 
lining begins to grow. 


A woman may find 
that the time be- 
tween each monthly 
bleeding changes as 
she grows older, after 
she gives birth. or be- 
cause of stress, 


| The monthly cycle 


Just after monthly bleeding 


tubes 


¢ ovary oe) 3 


Lining of - 
During monthly the womb When the ovary 
bleeding pres releases an egg 
[ (ovulation) 
vagina 
4 j 


—) 


The fining 
breaks 
down 


The lining 
becomes 
even thicker 
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the lining 
becomes 
thicker 
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Monthly Bleeding (Period, Menstruation) 


Monthly bleeding is a sign that your body can become pregnant. No sir 
can know exactly when she will get her first monthly bleeding. It usually hap- 
pens after her breasts and the hair on her body start to grow. Several months 
before her first monthly bleeding, she may notice some wetness coming from 
the vagina. It may stain her underclothes. This is normal. 


Some girls are happy when they have their first monthly bleeding, espe- 
cially if they know what to expect. Girls who were never told about it often 
worry when the bleeding starts. It is something that happens to all women, 
and you can accept it and even feel proud of it. Do not let anyone make you 
think of it as something dirty or shameful. 


Caring for yourself during your monthly bleeding 


Staying clean: Many girl prefer to make pads of folded cloth or wads of 
cotton to catch the blood as it leaves the vagina. They stay in place with a belt, 
pin or underwear. The pads should be changed several times each day, and 
washed well with soap and water if they are to be used again. 


- Some women put something inside the vagina that they buy or make from 
cotton, cloth, or a sponge. These are called tampons. If you use tampons, be 
sure to change them at least twice each day. Leaving one in for more than a day 
may cause a serious infection. 


tampon 


Wash your outside genitals with water each day to remove any blood that is 
left. Use a mild soap if you can. 


Activities: You can continue all your regular activities. 


It is healthy to bathe during 
your monthly bleeding. 


Exercise can ease the pain that 
some girls have with monthly bleeding. 
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Problems with Monthly Bleeding 


If you have problems with your monthly bleeding, try to talk with your mother, sisters or friends. 
You may find that they have them too and they may be able to help you. 


Changes in bleeding: Sometimes the ovary does not release an egg. When this happens, the body 
makes less progesterone, which can cause changes in how often and how much a woman bleeds. Girls 
whose monthly bleeding has just begun - or women who have recently stopped breast feeding - may 
only bleed every few months, or have very little bleeding, or too much bleeding. Their cycles usually 
become more regular with time. 


Women who use hormonal family planning methods sometimes have bleeding in the middle of the 
month. 


Older women who have not yet gone through menopause may have heavier bleeding or bleed more 
often than when they were younger. As they get closer to menopause, they may stop having monthly 
bleeding for a few months and then have it again. 


Pain with monthly bleeding 


During monthly bleeding the womb squeezes in order to push out the lining. The squeezing can 
cause pain in the lower belly or lower back, sometimes called cramps. The pain may begin before 
bleeding starts or just after it starts. 

What to do: 


@ Rub you lower belly. This helps the tight muscles 
relax. 

@ Filla plastic bottle or some other container with 
hot water and place it on your lower belly or lower 
back. Or use a thick cloth you have soaked in hot 
water. 

e Drink tea made from ginger. Women in your com- 
munity may know of other teas or remedies that 
work for this kind of pain. 


@ Keep doing your daily work. 


Zs e Try to exercise and walk. 
| e@ Take a mild pain medicine. Paracetamol or 
met | Dicyclomin works well for the pain that comes 
with monthly bleeding. 


@ Ifyou also have heavy bleeding and nothing else 
works. Taking a low - dose birth control pill for 6 


Fressing hard on the to 12 months may help. 
tender place between 
your thumb and first 
finger can ease many 
kinds of pain. 
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Pre-menstrual syndrome (PMS) 

Some women and girls feel uncomfortable a few days 
before their monthly bleeding begins. They may have one or 
more of the group of signs that are known as pre-menstrual 
syndrome (PMS). 

Women who have PMS - may notice: 

Sore breasts 

A full feeling in the lower belly 

Constipation (when you cannot pass stool) 
Feeling extra tired | 

Sore muscles, especially in the lower back or belly 
A change in the wetness of the vagina 


Oiliness or spots (pimples) - on the face 


Feelings that are especially strong or harder to control 
Many woman have at least one of these signs each month 
and some woman may have all of them. A woman may have 
different signs from one month to the next. For many women, the days before their monthly bleeding 
starts are a time of unrest. But some women say they feel more creative and better able to get things 
done. 


What to do: 

What helps with PMS is different for each xe 
| 1 find BS wilthal cae times help with the 
woman. To find out what will help a woman shou signs of PMS 


try different things and notice what makes her 
feel better. 


These ideas may help 


e Eat less salt. Salt makes your body keep ex- 
tra water inside, which makes the full feel- 
ing in your lower belly worse. 


e Try to avoid caffeine (found in - coffee, tea 
and some soft drinks like cola) 


e ‘Try eating whole grains, peanuts, fresh fish, 
meat and milk, or other foods that are high 
in protein. When your body uses these 
foods, it also gets rid of any extra water, so 


your belly feels less full and tight. 


e Try plant medicines. Ask the older women 
in your community which ones work. 
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C. GROWING UP - CHANGING IDEAS 

The way a woman sees herself forms as she grows. It is important that a girl learn to feel good about 
herself when she is young so that show will be able to develop fully and help make her community a 
better place. A girl is much more likely to learn this when her family and community show her that 
they value her. ) 

In many places girls are raised to believe they are less important than boys. They are taught to feel 
ashamed about their bodies and about being female, and they learn to accept less education, less food, 
more abuse, and more work than their brothers. This not only hurts their health directly, but it makes 
them feel bad about themselves and less able to make the right decisions for a healthier life in the 
future. When girls are raised in this way it shows that their communities do not value them as muchas 


males. 


But if a girl's community recognizes the value of each person - whether the person is a man or a 
woman - she will grow up feeling she can make a better life for herself and for her family and neigh- 


bours. 
The way a community treats females also affects how families treat their girl children. For exam- 


ple, if a community believes that girls should learn skills, a family that lives there is more likely to 
want their daughter to go to school for as long as she can. But in a community where women are 
allowed to do only ‘women's work' and are not allowed to participate in any public meetings, families 
are much less likely to believe that their daughters should be educated. 

There are many ways to help girls feel better about themselves and to help their families and com- 
munities understand that girl's lives can be different. On the next few pages are some ideas. 
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Ways girls can work for a better life 


Find someone to talk to who you think will listen and understand - a friend, a sister, a female rela- 
tive. Talk about your fears and problems. Together, you can talk about strong women in your commu- 
nity, your goals, and dreams for the future. 

Do things that you and your friends think are important. If you see a problem in your commu- 
nity, get together with your friends to do something to change it. You will all feel proud when you see 
that your efforts can make your community better. 


Get Organized: This is the most important. Join existing organizations or form a new one. But 
every girl or women must be part of one. Either a literacy group, or a credit cooperative, or a library. 
Only in a group can a woman organize support for herself and others. 


Decisions for a better future 


There are important decisions that you can make with your family to create new possibilities for 
your future. 


Education and train- 
ing: Education can help you 
feel proud of yourself, earn 
a better living, and live a 
happier and healthier life. 
For many girls, education 
opens the door to a better 
future. Even if you cannot go 
to school, there are other 
ways to learn to read and develop skills. For example you can study 
at home, join a literacy program, or learn a trade from a skilled 
person (apprenticeship). When you have new skills, you have 
something special to give to your community, and you can better : 
support yourself and your family. Learning new skills can help you have more choices in your life. 


Waiting to get married: Talk with your family about waiting to get married until you feel ready 
and until you find the right partner. Many girls are able to finish school and find work before starting 
families. This can help you learn more about yourself and what you want. If you wait, you may even 
find a partner who feels the same way about life as you do. 


Waiting to have children: It is easier to raise a happy and 
healthy child when you wait until you and your partner feel ready 
to start a family. If you are thinking about having a baby, these are 
some things to think about: Will you be able to continue your edu- 
cation? How will you fulfil the child's physical needs - food, clothes, 
shelter, etc.? Are you ready to provide the emotional support a 
baby needs to grow up into a healthy child? Will your partner com- 
mit himself to helping with child raising? How will your family 


help you? 


ommunity meeting places, or spies. of worship. : oe : 
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Deciding on Marriage: 

Decisions about relations with boys and men are difficult. What is right and wrong varies from 
community to community and varies widely across cultures. When one goes against established cul- 
tural norms there can be tremendous opposition, even violence in our society. Also even more than 
violence, feelings of shame about one's action, or socially being treated in a humiliating and demean- 
ing manner can affect us a lot. This by itself is not a reason to stay within accepted social norms. But 
whenever we take decisions on such matters we must weigh the consequences carefully. 


There are however certain inviolable principles. The first and foremost of it is that no woman should 
have to get into a relationship with any man except out of her own will. Relationships that are forced on 
women out of economic necessity or because of force or the power the other person wields over her or 
her family are criminally wrong. Even the belief that parents can dispose of their daughters in mar- 
riage without even asking her consent.and often against her wishes can no longer be held as justified. 
Times have changed. If such situations occur, always seek help from friends or elder relatives or even 
from social organizations. Contribute to building up organizations that can provide help for women 
caught in such situations. | 

Sometimes girls agree for sex with men because they think that it will make a man love them more. 
Sometimes a boy friend can use his friendship with her to get her to agree to sex though she is not 
ready. Though such behaviour, unlike the earlier stated ones, are not crimes they are fraught with 
danger. Though it is true that sex builds up closeness after marriage, in our social settings, this is not ~ 
necessarily true of sex before marriage. Since it is acceptable in our society for men to have such sex, 
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but not acceptable for women to be so involved, this places women in an inferior and weaker position. 
She can be cheated or compromised further using this relationship. Also in most such situations, girls 
in the Indian social setting are unable to ensure against unsafe sex. Girls needs to be cautious to avoid 
getting into such situations where a male friend can make or insist on such a request. And do talk it 
over with some close friends of yours if such a pressure is there, even if it is from a member of the 
family itself. 

It is important for young people to know that loving relationships can be built without sexual rela- 
tions. That can wait fill it is safer and more acceptable and not shameful for them to do so. Usually that 
means that such relationships can wait till marriage. 


D. STAYING HEALTHY 

There are certain general measures that all have to take to stay healthy - be it a man or a woman, 
young or old. Where women have a lower status they may be denied access to these minimum necessi- 
ties. Let us look at some of these essentials. 

Food: Nutritious food thrice a day is a must. Since the woman eats last she may get inadequate 
food. Especially the more nutritious part of the diet - milk, curds, vegetables, meat may be denied to 
her. Most often as the person caring for other's needs she herself might give her share away to her 
husband or her child. Not unless the men of the house are sensitized to this aspect specifically, would 
she be able to get her minimum needs. Food safety is also an area of concern. Hand washing during 
food preparation, keeping food covered are some of the important preventive measures. 

Sanitation is another major area of concern. To many women, the absence of any latrines is a 
major problem. It would mean that they could defecate, and sometimes even pass urine only in the 
early hours of the morning or late at night. The amounts of infection and discomfort this causes is 
much higher than is commonly assumed. The suffering is worst during the monthly periods or during 
an episode of diarrhoea or dysentery. 

Unfortunately, though this is such a priority we still have one of the poorest coverages of latrines in 
the entire world. One reason for this is that though it is a women’s need, the decision for constructing 
a latrine is made by men. There are many other reasons also which are discussed in the section on 


sanitation. 


Exercise and Rest 
Most women work very hard - cooking, carrying water, fetching fuel and fodder, in their farms or on 
a factory or in home - based manufacture. This heavy strain leads to exhaustion malnutrition and 


frequent sickness. 

To help reduce a woman's burden one needs to build up community facilities. The strain of fetching 
water can be reduced by a pipe supply to the door - steps even if we allow water in this manner for only 
fodder and fuel cooperatives would make these scarce materials easier to ob- 


an hour daily. Similarly 
local women need it, would save a women from much 


tain. Day care centres run well, at times when 
exhaustion and also improve child health. 
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Reducing a women's burden also means men taking part in these jobs and helping their wives and 
mothers at such work. Indeed if only they did this, community facilities would come up faster. 


Women need exercise also. Since much of her work is drudgery and involves small repetitive move- 
ments and strain on the same parts of the body, exercise is needed to reldx and stretch such parts. Thus 
a woman working day long in sewing could stretch herself every half-hour and walk for half an hour 
daily. Or women doing house work need exercises to strengthen their backs. 


The general posture and way in which they hold themselves at work is also important for avoiding 
body aches and pains and to prevent wearing out of body parts. 


shifting Walking Standing 
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Sitting : Turning 


Regular health examinations: 

All woman should examine their breasts at least once in three months, or monthly to locate lumps 
which could be an early sign of cancer. 

Most women have some small lumps in their breasts. These lumps often change in size and shape 
during her monthly cycle. They can become very tender just before a woman's monthly bleeding. Some- 
times - but not very often - a breast lump that does not go away can be a sign of breast cancer. 

A woman can usually find breast lumps herself if she learns how to examine her breasts. If she does 
this once a month, she will become familiar with how her breasts feel, and will be more likely to know 
when something is wrong. 

All women over 35 should have an examination of their reproductive system once in 5 years at least 
and this should include a pap smear to rule out early cancer of the cervix. 

All woman in the age group of 15 to 45 should get their blood checked for anemia and if they are 
anaemic they should increase their intake in the form of food as well as tablets. This is particularly 
important for adolescent girls. It is not easy to correct anemia once women are pregnant. They should 
not be anaemic at the time of marriage itself. 

Women at risk should get a check up done for sexually transmitted diseases also. 
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SEXUAL HEALTH 


Gender Roles . | 

All persons are born with physical differences that determine their sex. But other than the physical 
differences there are many ways in which society defines a man and a woman. Each culture expects 
women and men to think, feel and act in certain ways because they are of that particular sex. These are 
called gender roles. 

Gender roles are passed down from parents and elders to children. They are also inculcated in us by 
schools and by peer groups - the circle of people who are our friends and with whom we live and grow 
- and by the local community in which we live and interact with. As children grow they accept these 
roles almost subconsciously as one tries to fit into what is expected of us, to please elders. Fulfilling 
these roles expected by the community can be satisfying and can give the woman a sense of belonging. 
But they can limit a woman's choices. Gender roles change over time and usually younger generations 
have different ideas from elders - but elders also have their way to some extent. Between communities 
there are differences. Women especially try to actively redefine their gender roles as the present roles 
often oppress them. The existing gender roles in a society are a resultant of all these pulls and pushes. 


As women struggle to regain freedom they question these roles and redefine them. In this a number 
of men who see the limitations of current rules, even if it apparently appears to suit the men, join in. 
These men know that men too pay a price for women's oppressions. 


: 


- : y Gender roles that cause harm 


A womans worth only in the role of mother and wife 


True that this role can be very satisfying. But women do have inter- 
ests and talents, other than in taking care of husbands and children. By 
denying these other roles, society loses a lot of creative talent that could 
have contributed to its development. It curbs the full development of 
) her social role and personality. At the same time such a dependence on 
son and husband for her fulfillment, and indeed for her very identity, 
limits their lives also. | 


Again if a woman is unable to have a child or get married it is seen as if no worse fate can befall her. 


Her social status falls and she gets treated shabbily. 


A woman's work is not worth the same as a man's. 


Most societies see work that women do - taking care of children, cook- 
ing, cleaning the house as inferior to the man's work. Indeed ‘house work 
is not considered as work at all. Even in the world outside especially in 
the fields, women are paid less than a man for the same work. Work 
exclusively done by women like weeding etc. is seen as inferior to men's 
work. Because of such perceptions of women's work, though the man's 
work may be less, she is always concerned about his rest and seldom is 
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it the other way about. Her children grow up thinking of his work as important and not respecting the 
mother's work. It is estimated that if all work in the world is pooled together two thirds of it is done by 
women. Yet women get only one tenth of all earnings and in terms of ownership of property only one 
hundredth of it is in the woman's name. 


Women are emotional, men are not 


Women are considered to be more emotional as there is less restric- a 
tion on their expressing their emotions by crying or feelingsad or show- 7 @ j}, 
ing tenderness. On the other hand it is considered “unmanly” to cry or 
even show tenderness. Expressing their emotion through anger and vio- 
lence is however considered “manly.” Society pays a price for this in ex- 
cessive violence. Man pays a price for this in that children become more 

fescue distant from him and that there is less 
Gees support for his problems. 


se Women should be silent. Men make 
8 the decisions: | 
Women are brought up not to express their views and to remain si- 
lent, even in the face of injustice. To suffer in silence is propagated as a 
virtue. This means that people only hear about what men think. The 
loss of women's knowledge and experience and attitudes is a loss to the 
entire society. Moreover when problems cannot be shared and under- 
stood, all stand to lose. 


ay, 


UZ 


Gender and sexuality - harmful belief's 


Women's bodies are shameful 

A girl is brought up to feel ashamed of her body. This starts from early 
child hood. Especially when she comes of age she is forbidden even to talk 
about it, or ask anyone about it. Besides, she is now taught not only shame for 
genital areas, but her whole body is considered shameful. Body contact even 
with girls, even in the course of games is considered shameful. Talk about Sex, 
even just before her marriage is taboo and few parents instruct their girls on 
anything about it. So when she starts having sex she is less likely to under- 
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stand how the body feels pleasure or how she can protect herself from unwanted pregnancy or disease. 
The couple too are less likely to form a closer emotional bond. 


Men are aggressive physically and sexually 

: This is the male opposite of shame in the women, Here is the myth of 
the man being defined by an aggressive sexual urge and sexual prowess. 
The more manly he is the more should be his sexual desire and accom- 
plishment. In reality this image is difficult to achieve or sustain leaving 
the man anxious, and feeling inadequate - a feeling that may lead him to 
express it in violence, which is part of this same image. Other than this, | 
men are often seriously disturbed by the regular loss of semen in the 
night - which is seen as loss of potency, loss of strength and manhood. In 
reality such nocturnal semen loss is innocent and not at all harmful.Simi- 
lar anxieties relate to the size and shape of genitals (crookedness or small 
size is much feared though it really makes no difference to sexual pleasure or performance). Fear about 
not being to satisfy, especially on the first night, or fear of the decrease of desire that occurs with middle 
age or the lack of desire within a long monogamous relationship.where sex has become a routine, are all 
reasons that spur men into unsafe sex. Just like women cannot, due to 'shame’, talk about their sexual 
anxieties, men too cannot for fear of being exposed as ‘inadequate,’ talk about their equally if not more 
numerous sexual fears and problems. 


Women's bodies belong to men: 


In many communities, a woman is considered as the property 
of the man - be it father or husband. Thus her father can fix her 
marriage without even asking her. Sometimes she is literally sold. 
Her future husband wants his property to be pure and unspoiled 
by other men though there is no such restriction on the man. Thus, 
to ensure this she is often married early. After marriage he feels 
that he has the right to use her body.A woman's body is hers alone 
and only she should be able to decide how, when and with whom 
to share it. 


Women have less sexual desire: 


A women is often taught that it is part of her duty as a wife to meet her husband's sexual demands. 
But if she is a good woman she will endure sex, not want it. This is bad because it prevents her from 
discussing sex - whether it be safe sex or the issue of more pleasure from sex - both of which are closely 
inter-linked issues. If she discusses such matters she is worried that she will be mistaken as experiénced 
and bad. But sexual desire is a natural part of life and a woman can feel as much desire as a man. Deny- 


ing this, deprives the man also of pleasure and weakens the relationship and opens the gate to unsafe 
sex. 
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An independent woman threatens the man 


There is no doubt that many men feel this to be a threat. Having experienced only an unequal rela- 
tionship, where they have subjugated another they confuse equality and a partnership with themselves 
being subjugated. True there are examples where women, due to some circumstances, are in the supe- 
rior position, and such women may imitate the unequal relationships they have witnessed rather than 
build a partnership. Still, it needs reiteration that only an equal relationship can provide adequate 
warmth ad pleasure for both as well as lay the foundation for a healthy society. 


Gaining Control 


The process of women gaining control over their lives has many aspects. One important aspect is 
the fight for her work to be recognized and for it to be paid on par with men. This requires her (and all 
organizations of women) to unite with all sections of people fighting for a just wage. 

Another part of it is to increase her participation in decision making-at every level from within the 
family to that of the local community to that of state and national governance. This involves her join- 
ing and participating and assuming leadership roles in all movements aimed to build peoples capa- 
bilities and to democratize the functioning of society. 
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Yet another vital part of it is to question patriarchy and the second class status that it accords 
woman, and to break the culture of silence which makes such ‘suffering in silence’ itself a virtue. A 
large part of the latter fight is within her own mind - to root out her feeling of inadequacy and shame, 
to develop confidence in herself and pleasure and pride in being a woman. This involve her joining 
with all cultural movements and educational processes that question the values of society and move 
towards a thoroughgoing moral and intellectual reform of society. 


Each of these three struggles are linked to each other and reinforce one another, none being 
autonomous or independent of the other. 

Sex is a natural part of life. For many women, it is a way to feel pleasure. Or it is a way to express love 
or desire for a man. Or it is a way to become pregnant, to have the child they hope for. 


Though sex is natural and desirable, it can also be a source of major problems. One can for example 
get pregnant when one does not want it. Or one can get sexually transmitted diseases. Or one can get 


into emotional hurt. Or one may attract social or family hostility. Or it could serve as an instrument of 
control. 


To be free from these problems women must have control over their sexual life. Control over her 
sexual life is part of her larger struggle for control over all aspects of her life. 
Such control, in the area of sexual life, would include 
Choosing her sexual partner 
Negotiating when to and how to have sex 
Deciding if and when to become pregnant 
Using all measures needed to be secure from getting STDs. 
Being free from sexual violence, especially forced sex of any sort. 
If a woman has such control then her sexual health is likely to be good. Unfortunately, in most of our 
villages and towns women are governed by norms of behaviour where they may not discuss such is- 


sues at all. Often, especially within marriage, her consent is taken for granted and decisions are made 
on her behalf by others. Dissatisfied with the relationship, the road to unsafe sex widens. 


The approach to women gaining such sexual health therefore lies in promoting interventions that 
aim for: 


¢ ¢ ¢ %¢ 


e Safer sex to reduce chances of unwanted pregnancy and STD. 


e Changing gender roles- to avoid harmful beliefs and promote positive beliefs. 
¢ More pleasure in sex. 


Safer Sex 
1. Condoms: 


Of all the ways available this is one of the best for prevention of both pregnancies and sexually 
transmitted diseases. Both male and female condoms exist but only the male condom is widely avail- 
able and this is much safer. The critical question in promoting condoms is that one needs to have an 
understanding and cooperative male partner. Only in a family where women can discuss sex with men 
and have some degree of control over the sexual act can condom usage take place. 
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This is why it is important to stress that all the issues of gender roles and sexual health must be 
taught to adolescent girls and boys. Without these inputs the promotion of condoms in those sections 
who need it most, is bound to fail. As of now family planning programmes have failed miserably in 
promotion of condoms despite free supply of condoms because they do not address sexual relationship 


between man and woman in their entirety. 


2. Safe sexual practices: 


These refer to forms of having sex where there is little or no contact of semen from the male with 
the woman's vagina. Too often sexual pleasure is equated with having sex and having sex is equated 
with penetration. Yet couples must recognise that sexual pleasure can be obtained by physical and 
emotional closeness. Forms of sex like touching or petting each other, kissing each other can provide 
considerable satisfaction. Vaginal sex is safe with a condom. (Anal sex is most dangerous for transmit- 


ting disease) 


Getting the partner to accept: The central issue is to talk to the partner. If the woman is not able to or 
is not effective she can get an elder member like the sister-in-law to talk. Since even this is not possible 
in most families, it is best to brief a health worker or doctor and then get the husband to him or her so 
that he can be talked to. It may help to talk with a friend first about how to talk to one's husband. 
Remember that everyone is embarrassed to talk about such things. That is not just her problem. 


One can often bargain for safe sex in return for a change on the woman's part. This has to be thought 
out. Is there some change that he would desire? Men usually worry about the loss of pleasure. One 
needs to convey to him that it is different but the pleasure is not necessarily less. One can make sex with 


a condom more interesting than sex without. 


If one knows that the husband has sex with another woman one can try to insist on safe sex as a 
minimum. One needs to convey to him it is much more dangerous for a woman, than for a man to have 


unsafe sex. 


If the partner will not change ways and especially if he has more than one sexual partner then one 
has to make the painful decision. Either choose a disease like AIDS or refuse and risk a breakdown of 


the marriage. 


Changing Gender Roles 


This is easier said than done. To some extent talking about it helps. But more important 1s cultural 
action. In books, in songs, in street plays, in television and on radio one must constantly question 
negative stereo typing of women and build up positive cultural images of women. Special workshops 
and games and exercises for women exist where women are sensitized to these gender roles. These 
may help. This is a long process but it 1s a process that must be going on in every household and one 


* e S a ’ a) " a Ce “~ 
which must begin today. It primarily needs a change In women s own consciousness about themselves. 
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More Pleasure in Sex: 


EF 


Many things increase desire. When life seems exciting and interesting, when there is good news, 
there is an increased desire. This increase in desire may not be matched in the partner unless 
he/she also shares it. - 


Many things decrease desire. Stress from hard work, hunger, illness decrease desire. Dislike for 
the partner decreases desire. Lack of privacy in our setting is one of the main reason for lack of 
desire and lack of pleasure in sex. Unsafe sex - fear of becoming pregnant or of getting disease is 
another major reason for lack of pleasure. That is why safe sex always increases pleasure. Men also 
suffer from lack of desire on occasion. But this makes them ashamed and anxious and makes it 
even more difficult the next time. Unless both are reassured that the partner does not mind, it 
could worsen relationships. Talk about it and reassure the other. Plan for sex at a time and situa- 
tion when it is convenient for both. 


It is more satisfying to know that the other person has also found sex enjoyable. In our societies 
women are not expected to have such a feeling of pleasure or feel ashamed about it. Many do not 
know what satisfies them, for it may be different from what one experiences or expects. Again the 
solution is to talk about it and to give each other time in privacy to explore and find out. 


Couples where both have pleasure in sex form much closer relationship that helps in all areas of 
their life. They are more well adjusted and less tense and anxious, and less prone to diseases that 
rise from tension and anxiety. Sexual health is an essential part of good health. 
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Hou the body responds to serual pleasure 
Both women and men feel sexual desire but their bodies respond differently to sexual thoughts 
and touch. When men and women have sexual thoughts or are touched in a sexual way, they feel 
excited. More thought and touch makes the body more excited. It is easy to see sexual excite- 
ment in a man, because his penis gets hard. When a man reaches his peak of pleasure, his penis 
releases a fluid with his sperm (ejaculation). This is called orgasm, or climax. After orgasm the 
penis becomes soft again. 


The woman's body also gets excited, but it is harder to see. The clitoris gets hard and may swell, 
and the labia and walls of the vagina become sensitive to touch. If sexual touch and thought con- 
tinue, sexual tension builds up until she reaches her peak of pleasure and has an orgasm. Touching 
the clitoris is the most common way this happens. It often takes longer for a woman to reach 
orgasm than a man. But when orgasm happens, the energy and tension in her body releases, and 
she feels relaxed and full of pleasure. 
It is possible for almost all women to have orgasms, but many women have them only once in a 
while, or never. If she wants, a woman may be able to learn how to have an orgasm, either by touch- 
ing herself or by letting her partner know what feels good. It may make him feel good too, to know 


that he pleases her. 
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PLANNING THE FAMILY 


Intervening in Family Planning: 


This programme does not have its central thrust on family planning. We feel that the public image 
of family planning programmes have been so negative not only due to coercive policies but also due to 
“ts lack of concern with other dimensions of women's health or women's needs that people turn hostile 
to the programme if we undertake this. Women volunteer activist are also most reluctant to take this 
on. However as the programme proceeds and confidence develops in the community there are more 
and more requests on the health activist for assistance. Hence this training. Even then the focus 1s on 
delaying age of marriage, delaying the first child where appropriate and spacing between children. 


Objectives: 


|. To understand the various methods of family planning available and their side effects. 

> To understand the human and sexual dimensions of acceptance of family planning methods as 
related to delaying the first child and spacing between children. 

3. To understand when and how to counsel women on family planning. 


Review Questions: 

1. Is the decision to have a baby consciously made? How is it made? 

2. What obstacles are there for women to exert their choice in this? 

3. What are the advantages.and disadvantages of each method. In what situation would each choice 
be more suitable. ok 

4. Are condoms and mala-D available always:and easily in your area? What arrangements are to be 
made to ensure it? 

5. Are facilities for [UD and sterilization available? How far is it? How safe and clean do you feel these 
facilities are? What are the problems in your area in utilizing these facilities? 

6. Give some examples of family situations. Discuss how you would advice in such situations. 

7. What are the main ways by which the population problem of the nation can be tackled. Why does 
the country have a population problem? 
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Cay Peeeetthe ce Tee BooR 


‘PROBLEMS OF 
WOMEN 


Why is this section needed? 


There is a special need for the cornmunity to address the health problems of women. Especially gynaecological 
problems. This is an area where the health care system and the medical profession have had very low effectiveness. This 
is also an area where there is considerable suffering-suffering that not only goes unattended. It is unrecognized also. 


A study done in rural Maharashtra showed that 55% of women had gynaecological problems at any given time of 
which half were due to infections. Yet only 1% of women had undergone gynaecological examination or treatment in 
the past! This is more or less true of most rural areas and urban slums. 


Why is this so? 
a) Because there is a culture of silence. Wherein women are expected to suffer quietly. Wherein women's health 
needs are such a low priority, that they can go to a health centre only with difficulty. 


b) The culture of shame, wherein women are brought up to feel ashamed of their own bodies especially sexual 
functions. To mention any disease of these parts to their relatives. Let alone the doctor, becomes extremely difficult. 


c) Lack of knowledge about the causation of many gynaecological probiems. In fact there is an ignorance of even 
basic anatomy and physiology of the body, made worse by prevailing myths and a notions of purity and sinfulness. 


d) Difficulty in examination party due to women's own hesitation but even more due to lack of adequate privacy at 
the health centre or clinic and often a lack of adequate equipment. 


e) Inadequate training of health pérsonnel. Especially on problems like leucorrhoea, genito urinary infection etc, 
and an inadequate emphasis on these aspects in health programmes. 


f) This often results in many professional discussing these problems with "Oh women go on complaining about 
these things.." -an attitude that sees women as weak and complaining and attention seeking. 


g) Thehealth volunteer activists intervention is not an alternative to a visit to a gynaecologist. But then there are few 
gynaecologists available even for serious complaints. Most often in a block of over 40 or 50 villages and a population 
of 1 or even 2 lakhs there will be hardly one person trained to give advice and offer help for such problems. 


Unless the community, especially the women come forward to organize some immediate measures for assistance 
on these problems this suffering will continue in silence. Hence this Section. 
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LUMP IN BREAST 
Not all lumps in the breast are dangerous. But sometimes it signifies breast cancer. Discovered early it can be cured. Delayed, a life is lost. 


Signs of breast cancer 

1.  Alump noticed in the breast especially if it is growing and painless (later it may become painful). 
> Anabnormal dent or dimple or many tiny pits like the skin of an orange. 

3. Large painless glands in armpit or in the neck. 

4. Ulcers in the breast. 

5. Nipple discharge like blood or normal nipple getting inverted. 


Self examination of the breasts 
Every woman should learn how to examine her own breasts for possible signs of cancer. This should be done once a month, preferably seven to ten days 


after menstruation. 
1. Stand in front of a mirror and look at breasts carefully, with arms at side and with arms raised. For any difference between the two breasts or any of the 


other signs described earlier. Then feel for any lumps. 
2. While lying with a pillow or folded blankets under one's back. Feel your breast with the flat of your fingers. Press your breasts and roll it beneath you 
finger tip. Start near the nipple and go around the breast and up into the armpit. Then squeeze your nipples and check whether blood or discharge 


comes out. 


If you feel a lump or any abnormal sign get medical advice, at once. Many lumps are not cancer but it is important to find out early. 


How to examine your breasts 
Look at your breasts in a mirror, if you have one. 
Raise your arms over your head. Look for any change 
in the shape of your breasts, or any swelling or 

- changes in the skin or nipple. Then put your arms at 
your sides and check your breasts again. 


Lie down. Keeping your fingers 
flat, press your breast and 
feel for any lumps. 


LR 
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Be sure to touch every 
part of your breast. It 
helps to use the same 
patterns every month. 


What to do if you find a lump 
If the lump is smooth, or rubbery, and moves under the skin when you push it with your fingers, do not worry 
about it. But if it is hard, has an uneven shape, and is painless keep watching it - especially if the lump is in only 
one breast and does not move even when you push it. See a health worker if the lump is still there after your next 
monthly bleeding. This may be a sign of cancer. You should also get medical help if there is a discharge that look 
like blood or pus. 
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VAGINAL BLEEDING 
This can be discussed as of three types: 
a) related to excessive menstrual flow. 
b) related to pregnancy. 
c) other causes. 


Heavy Menstrual Flow 

~@ This may not be anything for worry if otherwise periods are regular. Just treat for anemia. 

@ Ifthere is lump abdomen, one must see a doctor. 

'@  Evenif there is no lump abdomen, but such excessive flow persists (lasting over 5 days, passing frequent 


clots. Severe pain associated) one must get a gynaecological examination done to rule out a fibroid 
growth or a cancer (please insist that the doctor examines the uterus and then only comments). 


Other causes: 


Sometimes there is light vaginal bleeding or spotting seen occurring in between menstrual period, or 
after menopause. This can also occur after sexual intercourse. Remember such bleeding may be the first 
sign of cancer cervix. (Cancer of the neck of the uterus). Never ignore this sign. If cancer cervix 1s detected 
early it can be cured. Detected late one can not prevent a fatal outcome. 


One must go see a doctor and must insist on a internal examination. Even if no growth is visible the doctor 
does a ‘pap smear’. This is a test for detecting early cancer and one can insist on this test being done. 


Sometimes minor injuries sustained in sexual intercourse or child birth can also lead to bleeding. If it is 
painful or persistent one needs medical examination. 


@ Sometimes just before periods stop altogether at the age of forty five or so, one can have heavy flow. 


Related to Pregnancy 


At all times, bleeding related to pregnancy 1s very dangerous. One must rush to a hospital which has 
blood transfusion facilities and is equipped for such an emergency. (Such a hospital is designated as FRU). 
Find out which hospitals or PHCs are so designated in your districts. 


In the first month of pregnancy a few bleeding spots alone. One can wait with complete betis d rest--if 
no doctor is nearby. In all other situations one must rush. It is said that often one has only two hours of time 
the third trimester. Within this time good medical care must have been initiated 


once severe bleeding starts in 
se both the mother and the child will be lost. 


(Including blood transfusion), or el 
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WHITE DISCHARGE 


This is one of the commonest problems 

All women have a small amount of vaginal discharge. This is clear, milky or slightly, yellow. There is no itching 

or bad smell. Such discharge is more during pregnancy and after child birth, and during sexual activity. This is 

not to be confused with abnormal white discharge. 

If a woman complains of vaginal discharge first ask: 

a) If the discharge is bloody or admixed with blood (not to be confused with periods). If the answer is yes. 
Then one must insist on going to doctor to rule out cancer or other serious infections. 

b) If the discharge is not bloody ask whether it is thin and foamy, greenish-yellow or greyish, foul smelling 
and itchy. 

If the answer is yes, then it is likely to be "Trichomonas infection" There may also be burning urination. 
Sometimes there is pain and swelling of genitals. Itching is severe. 

It may also mean bacterial infection (haemophilus) which cannot be distinguished easily from Trichomonas 
infection. 

c) Ask whether the discharge looks like curd or butter milk and smells like mould. If yes, it may be a yeast 
infection (candidiasis). Itching is severe and urination is burning. Vagina becomes very red. This is more 
common in sick women, pregnant women, women who are on antibiotics or women taking steroids. 

d) Ask if woman has fever and pain or tenderness in lower abdomen and/or childbirth or abortion in last two 

weeks. If the answer is yes it signifies an infection of uterus or related parts. Such infection could be serious 

and one has to visit the doctor. ia 

If there are none of the above symptoms but there is some increased discharge and burning urination only 

it may be chlamydial infections. | 

Treatment: 

For suspected Trichomonas infection: 

1. Very important to wash the genital area twice a day and keep it clean. 

2. A vaginal wash, or douche with warm water and vinegar will help. (Do not douche in last 4 weeks of 
pregnancy or for 6 weeks after giving birth). 

3. In serious discomfort, give metronidazole tablet (400 mg) 1 tablet thrice daily for 7 days. 

4. Find out if the husband also has burning urination. Even if he does not have he should also be treated 
starting on the same day as he is also almost certainly infected. 

For Yeast infection: 

- douche with water which has 2 parts gentian violet to 100 parts water (2 teaspoons in half litre of water). 

- Or use nystatin vaginal tablets (pessaries). 

- One must also treat the husband where necessary. 

- One must never use antibiotics for such infections. 

For Bacterial infection: | 
This is best treated with douche with povidone-iodine (6 teaspoons Betadine in 1 litre of water). One can 
also try oral metronidazole. 7 


- If there is a sign of more serious infection with pain in lower abdomen-refer to a doctor. One can meanwhile 
try a course of aspirin and tetracycline. 
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~ BURNING URINATION 


A burning sensation when passing urine almost always means infection. If it is accompanied by a lot of 
white discharge, we may approach it as described in an earlier section. 


If burning sensation is associated with fever often of high grade then we need to suspect bacterial infection 
of bladder and urethra. This is called urinary tract infection. 


A burning sensation while passing urine, with minimal yellowish ‘white discharge’ maybe due to 
_ gonorrhoea. In this condition the husband also needs treatment. The man usually has a thick milky discharge 
from the penis and feels pain or burning when he urinates. Sometimes there is no symptom. But since 
disease 1s very likely they still need treatment. Gonorrhoea is a sexually transmitted disease and invariably 
one of the couple will have a history of extra-marital sexual intercourse. 


Treatment: 


1. The first principle in burning urination is to drink lots of water. Sometimes this itself can relieve the 
burning. (In a hot summer, concentrated urine can cause this symptom without any infection). 


2. Keep the genita! area clean. Wash daily while bathing. 


3. Urinate after sexual contact. This helps prevent urinary tract infection (but will not prevent sexually 
transmitted disease. ) 


4. Be sure to clean yourself after each bowel movement. 


5. Always wash and wipe from front to back. Wiping the wrong way makes it more likely for germs to get 
into urinary tract or vagina. Take care to wipe your little girl's bottom also from front to back and teach 
them as they grow up, to do the same way. 


6. Ifthere is fever and little or no white discharge give 5 to 7 days of co-trimoxazole. If there is no response 
see a doctor. 


7. If gonorrhoea is suspected. See a doctor. 


VAGINAL ULCERS 
Quite often, women having them will be unaware of them, since they are 
inside. Men, if they get it, complain of it earlier as it is visible. 
Most vaginal ulcers are due to sexually transmitted diseases. But remember vi 
even without ulcers, a woman should be suspected of having these diseases if ba 
her husband has the ulcer or if there are other symptoms like burning 
urination, not explained by other causes. 
Syphilis | 
A single painless small sore-is likely to be due to syphilis. Most women 
who get this are unaware of it. its bad effects only manifest later. (On the other 
hand the sore is clearly evident on the man) 
Genital Herpes 
Occurs as a number of painful small blisters. Later they burst and form | 
sores, which later dry up and become scabs (much like chicken pox blisters). 
There may be fever, aches, swollen lymph nodes in the groin and trouble in 
urinating. 
This disease can affect a baby at birth. 
One can only avoid transmitting this disease. It is transmitted only when 
there are active blisters and sores. It is difficult to cure it. 
Genital Warts 
These are small hard, whitish or brownish skin growth-usually around the 
lips or inside the vagina or around the anus. 
Chancroid 
These are soft painful sores on the genitals. Often with enlarged lymph 
nodes in the groin, 3 
LGV 
If there is no ulcer but there are large lymph nodes in the groin that often 
burst and give out pus this is also a sexually transmitted disease called LGV. 
Treatment | 
1. In all above conditions, remember both husband and wife have to be 
examined by the doctor. 
2. Ifonly one has the disease wearing a condom may help reduce chances of 
infection of the other person. 
3. Each of these diseases have a specific treatment 
i. Benzathine: Penicillin injection 2.4 m units once a week for 3 weeks 
for Syphilis. 
il. Co-trimaxazole for 7 days for chancroid. 
iii. Tetracycline 500 mg (2 capsules), 4 times a day for 14 days for LGV. 
iv. Application of podophyllin ointment to genital warts (there is a special 
process of applying this). 


As a general principle only doctors should advice on these. But if there is os : 


no doctor in your area consult the book 'Where There is No Doctor. CHANCROLD 
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BULGES IN THE VAGINA 


Some women, especially those who have delivered children with difficult delivery may feel something 
coming down and bulging in the vagina upon straining, or coughing or even standing. 


This bulge can be the urinary bladder and the upper wall of the vagina, or it maybe the womb and lower 
wall of the vagina. 


Sometimes there is also low back pain. 
Sometimes because of infections there is some white discharge also. 
_ Often when a woman coughs she may feel urine coming out of the urethra. This is particularly 
embarrassing to a woman. 
In these conditions it is best to seek medical advise. An operation may be necessary. 


This note is given here, only to state, that these are very common symptoms which women suffer in 
silence. They need not. They are curable. It will give women confidence to know that this is a common 
problem and nothing to be ashamed about. The health activist must convey this message to them. 


These problems may be prevented by 
a) proper antenatal care 
b) proper care at delivery by a trained person ae good care afterwards too. 
c) limiting the number of children. 
PAIN IN LOWER ABDOMEN 

There are many causes for this. It could arise from reproductive organs or urinary tract or the gut. 
If there is pain in lower abdomen: 
a) Ask about white discharge: If present treat according to instruction in earlier page (pg 84) 
b) Ask about burning urination: If present treat according to earlier page (pg 85) 


c) Ifthere is semisolid stools with mucus and with or without blood, or even if such symptoms were there 
a few weeks before but not now treat accordingly. (Given in Nine common symptoms section of book 4) 

d) If there is scanty menstruation, evening fever, weight loss and loss of appetite and inability to become 
pregnant-it may be tuberculosis. See a doctor. 


e) If there is dull pain every month, ona day about 2 weeks after last menstrual period, lasting few minutes 
to hours-it is normal. No treatment is needed (this is due to fluid released from ovary during ovulation. ) 


If however we have one of the following conditions along with pain in lower abdomen refer to a doctor. 
a) If there is a lump in the belly. 


b) Ifthe woman is pregnant. 
If on pressing abdomen lightly and then leaving tt there is sharp pain. (This is an emergency) 


) 
d) If women do not respond to the local treatment given. 
) If there is any passing of blood from the vagina. 

) 


If there is persistent fever. 
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INFERTILITY 


Sometimes a man and a woman try to have children but the woman does not become pregnant. When 


she does not become pregnant with 1 year of normal married life, either the man or woman or both may be 
infertile (unable to bring about pregnancy). People who are unable to have a child should seek medical 
advice from an expert because early and proper treatment are sometimes successful. 


Very often it is assumed that it is the woman who is responsible. This is not necessarily true. Very often it 


is the man. 


Common causes of female infertility: 


i 


Sterility: The woman's reproductive system did not develop normally and as such she cannot have 
children. Hormonal or ovulation disorders can also cause sterility. 


If sterility is suspected, always seek medical advice. Some drugs have been successfully used in the 
treatment of hormonal and ovulation disorders. 


Malnutrition: In some women, severe anemia, poor nutrition, or lack of iodine may lower the chance of 
becoming pregnant. Or it may cause the unformed baby (embryo) to die before the mother even knows 
she is pregnant. 


A woman who is not able to become pregnant or has had only miscarriages, should get enough nutritious 
food, use iodized salt, and if she is severely anemic take iron pills. These may increase her chances of 
becoming pregnant and having a healthy baby. 


Chronic infection, especially pelvic inflammatory disease like Gonorrhoea and TB of the fallopian tube | 
resulting in a block of these tubes is a common cause of infertility in women in India. 


Treatment may help-if the disease has not gone too far. Prevention and early treatment of Gonorrhoea 
and TB of the fallopian tubes mean fewer sterile women. 


Common causes of male infertility: 


i 
Ze 


Some men have no sperms or there may be a block in the tube so that the sperins cannot pass. 


Men are sometimes unable to make their women pregnant because they have fewer sperms than normal 
or have normal number of sperms, but with abnormal shape. It may help for the man to wait, without 
having sex, for three days before the woman enters her ‘fertile days’ each month, and then they should 
have sex. The fertile days are midway between her last menstrual period and the next. This way he will 
give her his full amount of sperm when they have sex on the day when she is most likely to become 
pregnant This may help only if he has abstained from sex for a number of days prior to that day. 


Also, it will help in improving sperm formation if the man stops smoking or drinking alcohol, avoids 
too much heat like working near a fire place or hot ovens and avoids tight underwear. Smoking has 
been known to affect the normal formation of sperms while exposure to heat decreases the number of 
sperms. 
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Warning : 

Home remedies and magic cures are not likely to hel. Be careful not to waste your money on things that 
will not help. 
What is to be done? 


The district team should find out which is the best centre or best doctors to manage infertility cases and 
refer the patient to such centres only. However they may not be able to afford such care and often such care 
will not solve their problem. Then think of alternatives. 

If the husband and wife are not able to have a baby. There are still many possibilities for leading a happy 
and worthwhile life: 

@ Perhaps the couple can arrange to care for or adopt children who are orphans or need a home. Many 
couples come to love such children just as if they were their own. 
@ Perhaps the woman can be encouraged become a health worker or help your community in other ways. 
The love you would give to your children, you can give to others, and all will benefit. 

You may live in a village where people look with shame on a woman who cannot have children. Perhaps 
you and others can form a group to help those who have special needs and to show that having babies is not 
the only thing that makes a woman worthwhile. 
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LOW BACK ACHE 
This is a common problem for both men and women, It usually results from defective posture or excessive 
strain and excessive work which involves stooping (e.g. sweeping, transplanting, weeding, washing clothes 
etc.) 
While tablets may help, cure is based on correcting posture, taking a diet rich in calcium and nutrients 
(milk, eggs, groundnut, ragi etc.) and by doing exercise. These exercises are shown below. 
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Lift head and shoulders up, with arms crossed in Move your back upwards, keeping your hands 
front, without lifting your legs. and knees fixed. 


Lift your legs upwards without flexing the knees, while keeping your 


stomach to the floor 
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SUPPORT TO 
THE WOMAN 


Introduction 


Health is not a matter of provision of health services alone. This statement has been reiterated many times. But how 
does one address the other sectors within the dynamics of organizing people's initiatives for health care? 


We discuss in the following pages six possible interventions that may be taken up a long with the intervention for 
health care. Each one of this is a programme in itself, requiring investments in training and organisation. There are 
separate guidebooks available or under preparation for each of these interventions. Not all of them can be, or need be, 
taken up in one programme area. However, we believe that a multi-sectorial programme has not only a greater effective- 
ness in empowering women, it helps strengthen and sustain the health programme as well. 


Our present experience and thinking indicates that amongst the many possible inter-linkages the following six are 
the most desirable and feasible. All these six are built up around the notion of providing “support”. It is not enough for 
women to be allowed to access services available in society or to be given equal opportunity to participate in decision 
making processes. Women as a disadvantaged section within society have handicaps that need affirmative action to 
overcome. The provision of such support to women, especially to those from poorer sections of society, will help them to 
participate equally in society and improve the quality of their life and of their families. 


Of these support activities, the science movements have adequate experience in only one area - credit cooperatives. 
In Libraries and Information Centre, in Interventions in Primary Education and in provision of support against vio- 
lence we have ongoing programmes. In the other two areas though the science movements have inadequate experience, 


we can learn useful lessons from some other organizations who are active in this area. 
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A. CREDIT COOPERATIVES 


Objectives: 
¢ To provide poor women with an access to credit and save them from the clutches of high interest 
money lenders. 


To organize and empower women. 
To assist women to improve their livelihood opportunities by initiating suitable income genera- 
tion activities. 

The Understanding: 


In most rural areas today and amongst the poor, access to credit is one of the major felt needs. Loans 
are needed, usually in small amounts, for coping with illness, for conducting marriages and other 
essential social functions, for repairing or building a house, on often even for daily expenses. Most of 
the agricultural labourers get work only on about 140 days in a year. But they have expenditures daily. 
When they need a few hundred rupees all at once, they go to a money - lender and the usual rate is 120 
percent (10 interest as it is called). This is so high that usually they pay back with difficulty and this 
repayment burden becomes a major cause of their poverty. Moreover all their precious belongings 
including not only their jewels but their ration cards also get pledged. The next time they need a loan 
whatever the emergency they are unable to get it. 


Though banks are meant to provide loans, their policies discriminate against the rural poor. The 
poor find it difficult to go to banks and deposit their meagre savings. They have no security to offer for 
loans. However once they are organized into credit cooperatives, not only do they find it easy to save 
whatever little money they can, they are able to access these savings for credit when they need it most 
_ without the time delay and formalities that banks entail. Moreover now banks also find it easier to 


deal with such groups and thus the women become “credit-worthy” in their eyes. 


This credit worthiness is not essential for the smaller regular credit needs as the funds generated by 
savings and repayment of loans is quite enough. However credit from banks are crucial for initiating 
small enterprises. The transition from a small savings operation to an employment generation pro- 
gramme is not easy to achieve and needs professional guidance that is sensitized to this situation and 
that is willing to spend time in such a programme and has also the higher levels of competence that 
support to such a programme needs. 


Approach: 


Women are to be organized into groups of twenty with an elected president, secretary and treasur- 
ers for each group. Each member of the group saves a minimum amount per week and this is given on 
loan to the members of the group itself. The money deposited is guaranteed a 12% return while the 
loan is given on 24% interest. All decisions, especially on giving loans are decided democratically by 
the group. Each group lends all its interest payments and a sum of Rs. 50 per month to its district 
office. The district lends this money to groups and on the rotation of this sum is able to support the 
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fifteen full-time workers who co-ordinate the programme as well as given an incentive for an organiser 
each of whom looks after 5 to 7 groups. 


Achievements: 


The model programme of this type is undoubtedly the MALAR programme of Kanyakumari dis- 
trict. Over 400 groups of women are networked into one of the largest credit cooperatives, with a total 
savings of over 86 lakhs and a total amount given on loan of almost a crore. This programme has been 
completely independent of government administration or funding from its inception, three years back, 
upto now. Only now is it negotiating its first major loan from a bank for entering into large scale enter- 
prise generation. The programme supports 15 women who are working full time on this programme 
out of funds generated internally. 


The other major feature of MALAR is its insistence on weekly meetings of all groups and its special 
efforts to ensure that the content of these meetings go beyond loan and savings issues to all other 
aspect of women's empowerment. It has been possible to replicate the MALAR programme in over 5 
districts though at smaller scales. 


There have been other major experiences in credit cooperatives also not all of them positive. How- 
ever, they represent major steps in our learning. For example, the Podupulakshmi programme of Nellore 
district was organized by the district literacy organization in the wake of the anti arrack agitation and 
a successful literacy campaign. More than 7,000 groups were formed and savings crossed Rs, 4 crores. 
Such gains were not possible to sustain. In retrospect, the handing over of the entire programme to the 
district administration, the lack of a full-time cadre based on its own funds and the inadequate devel- 
opment of a coordinating mechanism were to limit this excellent programme. 


Linkages with health programmes. 


In most groups, health education has been a major part of their activities. The MALAR programme 
also planned for special support to pregnant women. In districts like Ramanathapuram and Vellore, 
the credit cooperatives have been initiated as a follow up to successful health programmes. At present 
there is an effort in Malar and in all the Tamilnadu credit cooperative programmes to link health inter- 
ventions in a systematic way with the objective of bringing about a measurable improvement in health 
status. The exact mechanisms of such linkage are being experimented with. The major gain to a com- 
munity health programme of such a linkage is that it provides a village level structure and a cadre of 
full-timers to support the programme indefinitely. The major gain to the credit cooperatives is that by 
adding the health dimension, credit cooperatives are able to carry out their empowerment functions 


better. 
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B. LIBRARIES AND INFORMATION CENTRES 


Why a library movement? 


1. Because the village and urban poor do not have access to reading material suitable for their needs. 
Most have limited reading ability, especially those who have not completed school. And on topics that 
concern their lives or is progressive in orientation almost no literature is available. The progressive 
content of reading material is one important reason why we are starting a library movement inde- 
pendent of government efforts and why merely demanding government or district literacy campaign 
(ZSS) run libraries is no substitute for running them.ourselves. | 


>. Because women have very limited access to libraries or reading materials of any sort. 
3. Because it will provide a village level organizational structure for the science movement. 
4 Because it can become the village node for a non-governmental S&T information centre. This would 


give science communication work of the Science movements.a new and far richer meaning. 


The context 


The library movement played an important part of the independence movement and was particularly 
associated with its most progressive elements-sections who saw the need to converge social reform with 
political change. This movement was most powerful in Kerala, Andhra Pradesh and Bihar and it also made 
an impact in Bihar, Bengal, Tamil Nadu and Maharashtra. In Bihar alone over 8000 libraries were started. 


Unfortunately within five years of independence this movement had all but vanished, except in the 
state of Kerala. The main reason for this was that the revolutionary and the reformist both thought that with 
independence the state would take up and run these libraries and discounted the need for any independent 
action outside it. But since no longer it was a focus of reform or social change and since the whole structure 
became bureaucratised the libraries failed to be vibrant social and intellectual centres. Soon the movement 
died out. The quality of books purchased are poor and the state of libraries' maintenance is deplorable. But 
this is seldom made an issue as even the need for a library movement has been erased from our conscious- 
ness. The total literacy campaigns have seen a revival of interest in libraries, but as these campaigns are now 
completely government run they too suffer the same fate. 


Does it mean that the science movement does not demand libraries run by the government? 


Far from it. We think that the government should establish a library in every panchayat, with a_ 
librarian paid through the panchayat and at every block headquarters there should be a bigger library 
(of the size of the district libraries that exist today atleast) Yet merely stating this, will not make it 
happen. Even if just by political or administrative influence we get this to happen, there is no way one 
can make sure that good books are bought and the library is well run. on the other hand when we 
create these numerous mini-libraries or more correctly reading circles, these could borrow books from 
the state rum libraries or more correctly reading circles, these could borrow books from the state run 
libraries therefore ensuring a better utilization of these. With the resulting interest, if the libraries are 
placed under a local committee, then they would be better stocked and maintained. Also we know that 
the quantity and variety of books that most village libraries run by us could purchase would be meagre 
and supplementation from larger libraries would be essential. Hence it would be false to say that our 
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work undermines the demand for state run libraries. Indeed we are today one of the few sections who 
are conscious and serious about it. 


Is such a large library network feasible? 


During the literacy campaigns, in the districts which had good campaigns, a large number of 
such libraries functioned very well for long periods of time. But soon there were no new books, nor any 
support or encouragement of these libraries, We kept hoping that somehow the literacy campaigns 
would play this role. They failed to do so but this delayed this initiative upto now. Undoubtedly a major 
effort is called for but we have every reason to be confident. The logistics of the operation are trivial. 
The ‘will’ to do so is the crux of the problem. In some districts of Tamilnadu an integrated library and 
information centre is being experimented with. 


What is the notion of a village information centre? 


The information centre is a computerized information bank at the block level from which village 
level groups can access information that is useful for their lives. The nature of information banked 
ranges from information on government schemes and higher education options to decision support 
systems to assist the farmer and the local entrepreneur. This scheme is at an early level of development. 


Approach: 


All village libraries collect a small deposit and a subscription fee of about two rupees a month. 
They then register themselves with a central office which sends them a packet of books every six months 
against a payment (of Rs. 100 or so). They also subscribe to two or three periodicals. Both at the village 
level and at the central level donation and sponsorships are used to supplement this care package. 


C. SUPPORT AGAINST VIOLENCE 


Objectives 

To build a district level centre that can provide legal and medical guidance to women victims of 
violence or discrimination. | 

To build trained groups of volunteers in the village who are sensitized to issues of gender dis- 
crimination and violence and who are willing to provide some support to women who need such as- 


sistance. 


Approach 


To train groups of women in each village for this purpose and to set up a team of lawyers and 
doctors and other progressive citizens at the district Jevel who will look after such work on a regular 
basis. Such work is now ongoing in a couple of districts but a training module for this is sought to be 


developed through a systematic project in 30 villages. 
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D. DAY-CARE CENTRES: 
Objectives: 
This would ease the burden of both the mother and the girl child. It would provide immediate 


help to the below 5 child who suffers from neglect and adequate social stimulation because poverty 
forces the mother away from the child for so much of the day. 


Approach: 


In most states there are such day-care centres running, but these are of extremely poor quality 
and usually have unsuitable timings. Intervening in day-care centres the state runs as well as initiating 
self-financed day care centres is a priority. There is one coalition of women's organisations called 
FORCES that is already doing excellent work in this area and the science movements should join forces 
with them! 


E. LOCAL FACILITIES: 
Objectives: | 
The provision of fuel, fodder and water for the family is seen as the women's work. In many 


places this work is a time consuming drudgery. If the burden of this work is reduced it would increase 
time avail able for child care as well as significantly improve women's health. 


Approach: 


The focus is on a collective/co-operative arrangement that is made at the village level by the 
people, with funds that partly they contribute and partly is obtained from the state through the 
panchayat. An excellent example of this approach is the Ungra model (by ASTRA, Bangalore). In the 
village of Ungra in Karnataka a bio-gas plant has been set up. The bio-gas is converted into electricity 
and used to pump water to a tap in front of each house for one hour every morning. This saves them 
atleast three hours of back-breaking work. In the evening it 1s enough to sup ply.electric lighting for 
three hours. The cowdung is contributed by the villagers and they get it back after the gas is generated. 
The entire running costs are met by the villages themselves. In many places such arrangements have 
been made by collectively cultivating wastelands for meeting fodder and fuel needs. 


F INTERVENTION IN ELEMENTARY EDUCATION 
Objectives 


*  toensure that the girl child is enrolled and retained in the school. 


*  toreduce drop-outs and improve the levels of learning in school by making schools more enjoy- 
able and effective. 
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e to organize non-formal education centres for children who are unable to go to school. 
@  toreduce child labour. 


Approach: 


The science movements have developed some experience in organizing a network of non-formal 
education centres in areas of child labour concentration and in other villages. They have also more 
extensively organized supplementary activities for school going children in the evenings. These evening 
centres provide children with some degree of help in learning which illiterate parents are unable to 
provide. They also retain the child's interest in learning and improve its quality. For middle-school 
and high school children, these may be organized as reading clubs for a popular science magazine (like 
Thulir illams organized by MALAR) 


Outside the science movements there are many more far richer examples to learn from. Of these 
the approach of the ‘ MV Foundation’ working in Ranga Reddy district ( organized by Ms. Shanta Sinha) 
with the objective of retrieving children from child labour and putting them back in schools is one of 
the most effective and should be learnt from. 


However at present in no area have we combined health intervention with elementary education 
intervention probably due to the considerable investment in effort that both programmes need. 


ANNEXURE- | 
The Primary Health Centre 
- A background note 


Structure 

A primary health centre (PHC) covers a population of 
20,000 persons, which is approximately 5000 to 6000 
households. 

Each PHC has 6 sub-centres: 

A sub-centre covers a population of 5000 or about 800 
to 1000 households. 

Each sub-centre has one multipurpose health worker 
(female) also called village health nurse and one multi- 
purpose health worker (male). The multipurpose worker 
(female) is in charge of child health and maternal health, 
especially care in pregnancy. This cadre is paid for from 
central funding. In most places the staff position of these 
workers is very good. The multipurpose worker (male) is 
paid for with state government funds. Vacancies tend to 
be more. In states like Tamilnadu, this cadre has been al- 
together abolished due to poor effectiveness. In other states, 
they are assigned family planning and immunisation like 
the female but also have duties in tuberculosis control and 
in control of epidemics. 

The sub-centre is to have a building as well as quarters 
for the health worker to stay. In most places this building 
is rented. Often buildings built for this purpose are not in 
use due to faulty location of the building and other rea- 
sons. Except for the need of a storeroom space lack of a 
building does not affect the function much as most of the 
health worker's work is at the doorstep of the family or in 
the PHC. 


A PHC has the following staff: 


Medical Officer -  2Role is primarily in curative 
care. More important the 
medical officers head the PHC 
and its entire team 

Pharmacist -  Dispenses drugs © 

Staff Nurse - 1 Assistant to the doctor in 
provision of curative care. 

MPW (F) lor2 

Health educator - 1 

Lab Technician . t 

Driver - ] 

Class IV - J 

Health Assistant 

(or lady health supervisor) -1 \ Supervisor 

Health assistant (male) - | MPWs 
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Note that there is considerable variation in the pattern 
of staffing of the PHC across states. 

All PHC's are expected to have their own building as 
well as quarters for the staff. The building will have rooms 
for consultation, laboratory room, minor OT/room for con- 
ducting delivery, store room and in many PHC's four to six 
bedded ward as well. In practice only about a third of the 
PHC's have these facilities. Many PHC's still operate from 
rented buildings. 

All PHCs are also equipped (or ought to have been 
equipped) with an ambulance that can transport patients 
to a referral centre in case of an emergency. 


Functions 
The states functions of a PHC are 
_ curative services 
maternal and child care services 
surveillance and control of communicable diseases 
_ health education 
collection of vital statistics - death, births, etc. 
training of village health guides and dais 
environmental sanitation 
immunisation 
malaria control 
goitre control 
prevention / control of blindness 
leprosy control 
. TB control 
AIDS and STD control 
filaria control 
family welfare 
diarrhoea disease control 
vitamin A prophylaxis 
Iron and folic acid programme 
school health 
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In most PHCs the following programmes, in order 
of effectiveness, take place: 


Family planning - especially sterilization operations. 
Immunisation. 

Registration of pregnant women and their immuni- 
sation as well as some amount of iron and folic acid 
distribution. | 
4. OPD in the mornings to attend to patients seeking 
curative care. 

Occasionally conduct deliveries. 
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6. Some sporadic work in TB case detection, leprosy case 
detection, outbreaks of gastroenteritis response. 

7. Some collection of birth and death statistics and 
records of eligible couples. 

8. Sometimes school health programmes. 


Above a PHC are: 


1. CHC- community health centre. This is often known 
a main PHC. At this level the government plans en- 
visage the ability to handle surgery for difficult child 
births and a higher level of curative care with a 
number of specialists available. 


2. Taluk hospitals and the District hospital. This is the 
tertiary care centres where all levels of curative care 
needed should be available. 


Interventions Needed 


The main Interventions needed to make the PHC's effec- 
tive are 

1. Better provisioning of PHC's: All essential drugs for 
the PHC level and consumables need to be ensured. 


2. Minimum PHC infrastructure. This infrastructure 
described above should be ensured. 


3. Better Accountability of Staff: Minimum administra- 
tive measures to ensure attendance of all the staff as 
also ensuring that the staff are answerable to the local 
community if they fail to attend or perform is essen- 
tial for improving PHC function. 


4. Health needs assessment and local planning for 
health. Annually each PHC shouid assess the health 
needs in its area especially as regards preventive in- 
terventions and should be able to draw up its own 
action plans. Effective surveillance of disease and 
gathering of health related statistics is essential for 
this. 


5. Involving community and elected panchayats in as- 
sessing and planning for health as well as in the im- 
plementation of all health programmes. This includes 
their ability to articulate and interact with officials to 
ensure that the minimum government facilities they 
need are available, accessible and effective. It also in- 
cludes collective action by the community to ensure 
better health for themselves. 


ANNEXURE-2 


The Auxiliary Nurse Midwife 


Taken from the book “Reaching Health To the Poor - A Source 
Book For District Health Management” published by VHAI for Lal 
Bahadur Shastri National Academy of Administration. 


She goes by many names. In some places the earli- 
est name is still in use - ANM - Auxiliary Nurse Midwife. 
And now the terms most commonly used is Multipurpose 
Health Worker, Female - MPW (F), and Multipurpose 
Health Worker, Male - MPW (M). Indeed this term and 
concept had been in use in two states, Karnataka (Mysore) 
& West Bengal, until 1953 but was discarded, as the mood 
in the fifties & sixties was all in favour of separate 
unipurpose workers for different programmes. It took an- 
other committee (Multipurpose Workers Committee, 
1973) and a further 10 years of confusion to get back to 
this name. 


These changes in name and nomenclature also re- 
flect changes in policy and perceptions. One important 
reason for the reversion to the multipurpose worker con- 
cept is the recognition that maintaining a separate cadre 
of unipurpose workers for various vertical health pro- 
grammes (malaria worker, filaria worker, leprosy control 
worker. ANMs etc) was neither financially nor function- 
ally a sound strategy. 


However, we must recognise one cardinal policy 
snift that occurred in 1977 - the scheme of the Commu- 
nity Health Worker or Village Health Guide. The philoso- 
phy underlying the community health worker idea is of 
community control. In Providing the background of this 
programme when it was launched, the Ministry of Health 
and Family Welfare has stated (Government of India, 


19777: 


“No conscious and adequate efforts have so far been 
made to involve the community in taking care of itself 
and seeking assistance when such assistance is needed. 
As a result, the community has tended to become servile 
and it has to depend on assistance when such assistance 
was provided. The community should become conscious 
of what it can do itself and when to call for assistance... 
that improvement cannot be brought about merely by in- 
creasing the doctors or the output of medicine but by mak- 
ing each individual realise the need for simple steps in 
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sanitation, prevention, promotion etc. of health activities, 
some of which make remarkable changes in morbidity and 
mortality pattern in our country.’ 


It is in the background of these discussions on the 
basic philosophy of public health, that the multipurpose 
health worker force began to be built up from the mid eight- 
ies. The multipurpose workers were to replace the multi- 
plicity of field level unipurpose workers of various differ- 
ent schemes - malaria worker, smallpox vaccinator, ANM, 
leprosy worker etc. Today it is estimated that there are about 
2 lakh multipurpose workers. Though this force is clearly 
seen as part of the government staff and distinct from the 
Community Health Worker or Village Health Guide 
Scheme, the concept underlying the Community Health 
Worker is relevant to the functioning of multi-purpose 
health workers. 


Who are the ANMs? 


All ANMs are women. Multipurpose worker (male) 
are also important but tend to be less often recruited and 
play alesser role as compared to the women. In Tamil Nadu, 
for example, there are 8,000 female health workers in about 
8000 sub-centres catering to about 5,000 population each. 
In contrast there are only about 4,000 male health workers 
and they cater to 10,000 population each. The administra- 
tion perceives the male health workers today as unionized 
and unwilling to work but persistent in increasing de- 
mands. The thinking is to look for ways to abandon the 
male worker altogether and go for only a female workforce. 
The female multipurpose worker in contract, is widely 
appreciated as hard working and to quote a senior health 
official “the only person doing anything in public health.’ 
(Much of what we say for ANMs in this section applies to 
the male multipurpose workers too, but we have chosen to 
focus on the female MPW or ANM). 


Most ANMs come, attracted by the security that the 
job brings - a regular salary and other employment ben- 
efits. In rural areas this is one of the few well paid jobs 
open to women - comparable to that of a school teacher. 
ANMs in most parts draw a basic salary ranging from Rs. 
700 p.m. to Rs. 1200 p.m. with a net take home pay of be- 
tween Rs. 2000 to Rs. 3000 p.m. 


The average age of starting work for most ANMs 
was 22.7 years according to one study done in Maharashtra. 
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Even though the qualification needed was a 10th standard 
pass and its was found that in the last decade more and 
more women with college education were seriously aspir- 
ing for this occupation. In the absence of other job oppor- 
tunities the demand for this jobs continues to grow. 


The caste community composition of those that 
comprise the ANM work force is influenced by the stigma 
and lower status this profession commands. The 
Maharashtra study showed that a smallér population of 
higher caste women opt to be ANMs, whereas there is a 
larger proportion of SC, STs, Christians and Muslims. Of- 
ten women who are single, widowed or separated also opt 
for this vocation. 


The Functions of the ANM 


The major functions of the ANM may be listed as 
follows: 


%¢ Provide motivation and education for the family plan- 
ning programme. Fulfill their quota for sterilisation, 
as well as for oral pills and distribution of condoms. 


* [mmunise all babies. 


s* Maintain records of all pregnant women and new born 
babies. Maintain the “growth to health card” for in- 
fants and under five children. 


* Carry out almost all aspects of antenatal care espe- 
cially distribution of iron & folic acid tablets. Assist at 
delivery and render post-natal care. 


% Carry out the entire health programme activities es- 
pecially on diarrhoea, control of acute respiratory in- 
fection, nutrition education, vitamin “A” prophylaxis 
etc. : 


% Health education. 
* Disease surveillance. 


% Conduct school health programmes. 


%¢ Carry out almost all the functions of the vertical health 
programmes that need to be done at the village level - 


tuberculosis and leprosy control and follow up, blind- 
ness control, malaria control, filariasis control and so 
on. 


* Render basic curative services. 


* — Look after local sanitation aspects especially distri- 
bution of bleaching powder and disinfecting wells and 
overhead tanks with it. 


3& Form mahila health committees, village committees 
etc. to ensure effective health education and commu- 
nity participation. 


This impressive list of functions is amelioated by 
two facts. One is that in most areas some funcation like 
application of bleaching powder (often pompously referred 
to by the field staff as control of epidemics), and malarial 
control operations are seen as the male MPW's function 
and the ANM is relieved of this. The second important as- 
pect is that an ANM has something like 500 to 1,000 house- 
holds to look after. If this population is located without too 
much geographical spread, this is not an unmanageable 
proposition. It would mean identifying and attending 
about 150 pregnant women and infants a year, by visiting 
4 to 5 villages regularly in an area of about 3 Sq. kilome- 
tres. 

In practice, however, most of these functions remain 
on paper. Even in what is regarded as a well administered 
programme, the first 4 functions - viz. Family Planning 
(FP), immunization, maintaining records of pregnant 
women and new born children, and provision of antenatal 
care may get realised. In many cases only FP or not even 
that, gets realised. 


Difficulties and Bottlenecks 
Why ts this so? 


The answers lie in four main areas. One reason is 
the low status of the ANM within the system of health serv- 
ices. 


The second is her status as a woman, often doubly 
disadvantaged by her caste, her low income, family back- 
ground and her marital status - single, widowed, divorced 


etc. 
The third is problems of logistics. 
And the fourth is the structure of the health serv- 


ices itself. 


Status in Health Services: 


Within the health services, the multipurpose health 
worker, far from being the community's organiser and 
voice, becomes the last rung in a huge and insensitive hi- 
erarchy. The buck stops with her. She is posted to a sub- 
centre, with usually no support and it is upto her to achieve 
all the targets. No one else is accountable. 


She is under pressure to perform, especially in high 
priority areas. Often heard are cases of salaries or perma- 
nent positions being withheld for months till sterilisation 
targets are met. As a result. ANMs often pay extra money 
out of thier own salaries to motivate or transport patients 
at their own cost (in the absence of the PHC jeep) for steri- 
lisation operations. 


Her concentration on family planning work results 
also in her low standing in the community. Her advice on 
curative care is seldom sought and due to lack of drugs, 
training and back-up, her services are seldom valued. In- 
deed in a number of ways, doctors themselves also tend to 
run down her curative abilities. 


The ANM as a Woman: 


The ANM is a woman. Quite often she is single, 
separated or widowed. 


The popular connotation of a nurse has always had 
a peculiar social stigma in India. And becuase her duties 
require her to speak about spacing methods, use of con- 
doms, fitting copper T etc., this makes her an easy target 
of eve-teasing and sexual harassment - from both male 
village heads and youth. 


The ANM is dependent on the community for a 
home to stay, for a toilet, for water, for drinking and bath- 
ing etc. There have been cases where the sarpanch has de- 
manded the transfer of an ANM because she warded off 
his sexual advances or where local youth have thrown 
stones on her home at night, thus terrorising her. Cases of 
rape and murder of ANMs, especially while walking long 
distances from one village to another are also known. 


The popular image of ANMs as a loose women, the 
stigma of a nurse, the problems of a transferable job and 
that too in remote rural areas, all make marriage offers 
more difficult. These have also been sources of marital dis- 
cord amongst already married ANMs. 
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So often, the ANM finds herself profoundly alone 
and vulnerable. Her family cannot shift when she is trans- 
ferred. Her job too requires her to work alone. The village 
community does not accept her and the health system does 
not back her up. 


Problems of Logistics: 


Very often the ANM finds that she alone “mans” 
the sub-centre. The MPW (male) is missing - as the male 
MPWs are paid out of state funds their vacancy situation 
tends to be higher. The 500 to 1,000 households to be cov- 
ered by ANMs may be in one village or even 3 or 4 nearby 
villages. But often, especially in tribal areas, this popula- 
tion can be spread out in 10 to 15 hamlets over a wide area. 
In such cases mobility becomes a problem. Even a monthly 
visit to each hamlet becomes difficult. And quite often be- 
cause of insecurity, loneliness, or absence of housing in 
her headquarters, in fact she stays in a nearby town and: 
even visiting her field area takes time! 


In a average low literacy, backward area, in a popu- 
lation of 5,000, there may be over 200 pregnant women 
and over a 1,000 under 5 children. Without any organized 
support from the community, even making contact with 
this priority target population, let alone providing them 
services, can become an impossible task. If children are 
mobilised by community members to assemble at one 
place for immunisation, or where pregnant women vol- 
untarily come to meet her, her task is quite feasible. But if 
she has to persuade every case, and to meet them all indi- 
vidually with no local support, the task becomes almost 
impossible. | 


One must also remember that for a number of rea- 
sons - vacancies, irrationally located sub centres or PHC 
distribution, isolated hamlets or failure to create new sub 
centres or PHCs where needed - a considerable part of the 
population may be outside any planned programme in- 
tervention. Though this problem must be viewed in the 
context that even where there are staff they do not func- 
tion as expected, nevertheless uncovered hamlets are a 
problem that need to be even more closely attended to. 
Quite often these areas are just assigned on paper to an 
MPW, but the people never see her during her entire ten- 
ure. 


Thestructure of the Health Services: 


Eliciting community support, making the health 
worker the community's representative, is all well said, but 
has proved an elusive goal. 
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For one, the village is not a homogenous entity. If 
appointing the health worker without community involve- 
ment and from outside it creates problems, giving the com- 
munity a role often means that only influential vocal sec- 
tions make the choice based on sectional considerations. 


Moreover the training is provided often by ill-mo- 
tivated, ill-prepared and minor bureaucratic functionar- 
ies of the medical establishment, who are supposed to teach 
the health workers how they should teach the community. 


The leadership that this cadre needs can seldom be 
provided by a medical doctor, himself or herself having - 
little orientation to community mobilisation, or even sym- 
pathy for the MPW's problems. 


Goals like integration of indigenous systems of 
medicine are stated, but neither the training of ANMs nor 
their departmental leadership is in any position to pro- 
vide inputs in such areas. 


A concept like decentralisation of the health serv- 
ices, which is so important to this programme, has never 
even been understood because of an overwhelmingly hi- 
erarchical top-down approach to health care. Every pro- 
gramme envisages a completely mechanical implementa- 
tion of packages prepared centrally - leaving no room at 
all for any creative contribution of either the community 
or the health worker. 


Today when there are an estimated two lakh women 
in this cadre spread across the country, there is an urgent 
need for a fresh look at the whole situation. 


Within this daunting scenario, there are reasons for 
hope. There are instances of many ANMs who have proved 
themselves as primary health orkers and village commu- 
nities have reciprocated by taking them as their own, pro- 
viding them support and protection and honouring them. 
Examples from all over the world and especially from NGO 
groups in India, have also reiterated that such a potential 
exists. 7 


Strategies for Intervention 


The 4 corner stones on which our strategies for in- 
terventions for strengthening the performance of the MPW 
must be constructed are 


% Building up the morale of the health worker force; 


%¢ Building up a mechanism of providing support to the 
multipurpose health worker; 
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Building up the links of the health worker force with 
the community. This implies a changed understand- 
ing of the role of the community and its organised 
forms vis-a-vis the health worker”s role and the role 
of the health establishment in the delivery of health 
care; and 


* Building up the capabilities of the health worker force 
- with specific reference to the ability to identify local 
community's needs and to respond to them. 


Points for Action 


To implement the policy underlying the principles 
stated above, a number of interventions can be listed, from 
which the district officers may draw depending on their 
own preferences and the situation of his/her district. There 
are some possibilities based on experiences from various 
corners of the country. The list could be much longer. 


We must begin with conviction that for the rural poor, 
it is this segment of the health delivery systems which car- 
ries the greatest potential for promoting public health. The 
experience of China may be borne in mind; its dramatic 
success in rural health management hinges critically on 
development of an enormous cadre of health personnel 
trained for periods of one to three years, in preventive and 
curative medicine of both traditional Chinese and 
allopathic schools. These personnel runds health services 
in village health outposts and PHCs. 


Training: There is a major scope for intervention 
here. Is training today didactic? Does it talk down to the 
health worker? Or is it participatory? Does it build up her 
self-confidence and self-esteem? Are the trainers moti- 
vated? Do the trainers share a commitment, even a pas- 
sion for health care? Do the trainers understand the con- 
cept of health worker as empowering a community? 


To many NGOs who are working in the area of 
health, these are not new concepts. In fact, this is the cen- 
tral axis of their work. Typically NGOs have limitations and 
reservations in expanding their work. But a persuasive dis- 
trict officer can get their help for conducting the training 
programme. Their help is needed not only for fresh train- 
ees, but even more important for in-service training. To 
listen to the health worker's problems, sympathise with 
them and help them and district officials evolve concrete 
action points to overcome their obstacles, NGOs can pro- 
vide invaluable help. 


In the absence of NGOs (or even with their partner- 
ship) one needs to evolve a well-oriented, committed team 
of trainers: a team made of persons with a feel for the prob- 
lems on the ground. Make this team responsible not only 
for training the health workers initially but also for pro- 
viding in-service support to those so trained for a mini- 
mum of a year or so. And make them at least partly 
acountable for the results that the health workers deliver. 
There are training institutes coming up for health workers 
in many districts. One needs to pay attention to them to 
ensure that they can play their role effectively. But one will 
probably still need to involve NGOs in the training proc- 
ess. : 


Building up morale has been done by district of- 
ficers spending more time with these personnel and par- 
ticipating in their functions. 


Scheme of rewarding health workers who have 
achieved good community support (not just targets) or 
made good innovations or taken fresh initiatives will also 
change their own image. The positive experiences of such 
health workers should be highlighted not only amongst 
them but in the community as a whole. 


Even publicity managers and media, must con- 
sciously create a new image for the health worker instead 
of merely emphasising a mystical doctor. For example the 
fact that a good health worker making village level in- 
tervention saves far moré suffering and death than a 
doctor must be made widely known to the community. 
The concept of health worker as first level curative inter- 
vention is one message that will evoke considerable resist- 
ance but in many areas this message in needed. 


Measures to support the health worker are very 
important. One has to have a special mechanism by which 
grievances of health workers expecially sexual harassment 
or hostility from the community can be listened to sym- 
pathetically and discreet yet firm action taken. Special ef- 
forts are needed to ensure that she has a place to stay in the 
village, that her basic needs are met (e.g. there is a toilet in 
the house), and that her personal problems are understood. 
The success of many NGO led CHW programmes is largely 
due to this. 


Support should also extend to the concept of her 
curative and related functions. For example when she re- 
fers cases of acute respiratory infection does the PHC doc- 
tor run down her prescriptions or praise it? Is a feed back 
provided for her to feel encouraged and learn? 


——._ ———______ ane a) 
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Since such support may not be possible in today's 
prevailing work atmosphere, some reach out from the dis- 
trict level, however symbolic will go along way. A griev- 
ances day for health workers? Special lectures by suitable 
eminent persons - a NGO doctor activist or a Gandhian 
social worker? The possibilities are many. Once the need is 
recognised, much can be done. Supportis required not only 
from the health department but also the district Collector. 
How does one organise support from the community? How 
does one make the community accept her? 


This can be done partly by creating a demand for 
her services. This in turn requires social mobilisation, an 
understanding of what are the determinants of health and 
disease and the role the health worker plays. Kalajathas 
and songs - yes. But has a meeting been organised in the 
village attended by a senior person (Collector? medical of- 
ficers? doctor? BDO?) which has introduced the health 
worker and her role? Did the village decide to honour her 
when there were no cases of say, polio last year? Did the 
Collector tactfully suggest it to the gram panchayat chair- 
persons to do so? (Or perhaps leaders know about the 
health worker's role and the role of panchayat member in 
supporting as well as monitoring her work. What are the 
measures taken to build a rapport at least between the 
elected women members and the ANM - to build a rela- 
tionship of partnership? Not that the ANM passes on fam- 
ily planning quotas to them (as horror of horrors, many 
states have started doing thanks to the nature of bureau- 
cratic intervention). Nor that the panchayar members or 
the chief, starts making demands and filing complaints 
immediately. But a genuine sense of partnership! One can 
start with participatory one day workshops at the sub- 
block (PHC) level for a cluster of gram panchayat, to be 
attended by the women members of these panchayets, the 
ANM, the medical officer. 


But beyond such “administrative measures is a 
conceptual task. The health worker must be seen as the 
community's spokesperson - as a change agent. She should 
be perceived as a person who initiates. She should be per- 
ceived as a person who initiates actions and plans on be- 
half of the community. The health pyramid has to stand 
inverted. The community tells the health structure what it 
needs. The health structure does not deliver health in pack- 
ages on behalf of the people. 


In practical terms this translated to a single point 
of action. Building the health worker's capabilities to un- 
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derstanding the felt needs of people, and going beyond this 
to understanding their real needs and the relationship of 
these to needs as people perceive them. It means that a 
health worker becomes capable of formulating the most 
appropriate strategy or local action plan including the abil- 
ity to choose from different available technological options. 


Is this too much to expect in the present situation‘ 
As an immidiately achievable target - yes, it is perhaps too 
ambitious. But as a direction - not so. Even being able to 
maintain a simple but comprehensive register of her 500 
households and their health status can be transformed 
from a boring chore, that it is now, into a tool of planning 
which it was meant to be - if this concept is understood. 
Gathering health information exists today as a delineated 
task but it never happens for there is never any use for such 
information. Indeed a health worker has in some states to 
fill over 18 registers. But what use are these registers and 
forms put to? Delhi is too distant for any such feedback. 
Only if it is madea valuable part of vibrant local health 
planning can it make sense to collect information. 


Today the panchayat laws after the 73rd constitu- 
tional amendment require that an annual village plan be 
submitted. May be no one is serious about it. But can the 
data collected by the ANM in her registers lead toa village 
health plan? Why not take the amendment seriously? At 
least in a few panchayats? 


Admittedly this is a challenge of the future. But for 
a young, committed district officer, the building up of such 
local capabilities constitutes the really worthwhile chal- 
lenge. Not the achieving of targets set up in some back room 


_in Delhi or worse at the World 3ank HQ! 


Community Health Workers - And the Case for a 
Renewed Effort! 


Today a situation exists in which multipurpose 
health workers function as the lowest order in a hierarchy. 
They work isolated from communities. They exist as obe- 
dient servants and not as vcreatice individuals. How does 
one begin the change? : 


A concept tried out earlier was that of Community 
Health Workers or Village Health Guides. The village level 
health worker or community health worker was introduced 
in 1977 theoretically as the centerpiece of public health 
delivery. This was partly out of a realisation that although 
the deficit in trained doctors was being overcome, the elite 


urban orientation of the doctor could not be broken. Com- 
pulsion did not help. Doctors resented it and both their 
training and disposition made it difficult for them to cope 
with rural health needs. Mobile clinics too had not suc- 
ceeded. Therefore, in token emulation of the Chinese rural 
health strategy, reliance was placed on village level health 
functionaries trained in basic health skills. The name Com- 
munity Health Worker (CHW) was later changed to CHV - 
Community Health Volunteer. In 198] this was again modi- 
fied to the term Village Health Guides (VHG) 


To achieve this goal the community health worker 
was to be chosen by and from the community and was pro- 
vided with the wherewithal for caring for minor ailments, 
thus serving as a link between the PHC and the commu- 
nity and providing the much needed health education to 
the village population. For this work, the government com- 
mitted a sum of Rs. 600 towards honorarium and another 
Rs. 600 for a medical kit for the whole year. The responsi- 
bility for getting the best out of the CHW lay with the com- 
munity itself - with a promise of full support from the gov- 
ernment. This scheme never really took off. A few states 
officially declined to even attempt it. Most of those who 
attempted it concluded that it was not a workable idea. At 
present the scheme is all but given up. 


A related experiment was that of link volunteers or 
health volunteers. The concept was of one such volunteer 
for 20 to 30 houses and one CHW (Community Health 
Worker) or VHG (Village Health Guide), as he / she is 
termed, for each hamlet or village. The role of these com- 
munity health workers and health volunteers was to use 
the catchy phrase of the 1977 document, to place “people's 
health in people's hands.” 


This scheme was a non-starter in many ways. For 
one, they were unpaid workers, doing this work part-time 
as social service. At best they were paid a paltry sum of Rs. 
50 per month and provided with a very minimal medical 
kit which hardly served any purpose. More crucial, the re- 
cruitment, training and deployment and support to these 
volunteers were left to the health department and neither 
the PHC doctors nor the other government personnel at 
that level had any conception of how to go about imple- 
menting this. Indeed, to expect the health bureaucracy by 
itself to deliver, given its own track-record and motivation 
at the village level, was wishful thinking. Finally the whole 
programme took place in an environment where the local 


community were not sensitized or prepared to undertake 
their new role and utilise the community health worker 
for this. Schemes based on volunteers cannot take place in 
the absence of any social mobilisation effort. One can learn 
a few lessons in this regard from the total literacy cam- 
paigns. 


Before the total literacy campaigns were launched, 
the Rural Functional Literacy Programme of the adult edu- 
cation departments based its literacy delivery on a cadre 
of Rs. 100 p.m. paid volunteers, with careful arrangements 
to provide supersivision and adequate logistic manage- 
ment. But this 'animator' was never able to arouse much 
enthusiasm or cooperation from the community. In con- 
trast the total Literacy Campaigns threw up tens of thou- 
sands of volunteers who without any honorarium whatso- 
ever were able to give new lift to adult literacy work. 


The difference in the approach lay in the fact that 
the recruitment and deployment of vounteers in the 
total literacy campaign was done not as part of a goy- 
ernment type scheme but as a people's movement. To 
be effective the volunteers had to see themselves not as part 
of the government mechanism but district from it. They 
were to be articulating community concerns, not merely 
implementing a government scheme. The leadership for 
this force was provided by a district level organisation cre- 
ated for this purpose - where both NGOs and the govern- 
ment participated as partners. Only in those districts where 
the NGO leadership was effective did the programme suc- 
ceed. 


Similarly if the health volunteers are to be recruited, 
trained and deployed by the health department there is lit- 
tle chance of success. But if this could be done by an NGO 
or at least a specially created leadership which understands 
voluntarism, success is much more likely. 


Again like the total literacy campaigns, if recruit- 
ment, training and deployment of the health volunteers is 
done as part of a major social mobilisation campaign built 
around a theme of people's empowerment, there is a much 
greater chance of success. 


One also needs to create a small but committed 
structure of fulltime persons who can provide support to 
these cadres and help them enhance the community's role. 
All these 3 essential ingredients of a TLC campaign-a ma- 
jor social mobilisation campaign, a broad based partici- 
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patory approach involving all section of society, and a full- 
time committed support and monitoring provision need 
to be tried out in the health context too. 


The relationship of the MPW with this health vol- 
unteer must be clearly understood. Health volunteers are 
not under the MPW. They are channels through which 
MPWs can reach out to the community. Especially in far 
flung areas and in backward areas with high morbidity ana 
mortality rates, such an assitance is essential for a MPW 
to perform even her most basic functions. If on the other 
hand, one is serious about MPWs realising all their func- 
tions as currently understood, then without such a force 
assisting her, it is inconceivable that anywhere she will be 
able to do justice to all her tasks. Utilisation of existing 
PHC resources also requires such channels of interaction 
with the community. 


This fresh approach to the community health work- 
ers is necessarily tentative. There are, however, a few pilot 
programmes in this area which not only build around this 
concept but also hope to use this health volunteer to sensi- 
tise and involve the panchayats, especially the women 
members, So that the gains of the campaign can be sus- 
tained. 


Before we conclude we must note that in a sense 
this is not a new conceptat all. The book People's Health in 
People's Hands edited by Dr.S.Antia (published by FRCH, 
Pune) lists over 10 examples of major health programmes 
which have used precisely this approach with good results. 
It is only a question of studying these example and think- 
ing into how to handle the problems posed by replication 
of these efforts on a wider district level or block level scale. 
Besides in most of the NGO success stories quoted in this 
book, the NGO has basically taken over all primary health 
care functions by providing a parallel structure for primary 
health care in that area. Neither most NGOs nor the gov- 
ernment would want this to be the main form of public 
health delivery for this country. The alternative approach 
recommends creating a parallel structure only for a tem- 
porary period to sensitise the local self-government bod- 
ies and the community using the community health worker 
as the vehicle for doing this. Subsequently, the local self- 
government bodies must be equipped with both the capa- 
bilities and resources to plan for their health and the com- 
munity health worker must be supported by these bodies 
with their structure. 
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ANNEXURE-3 


Table I 
Country Females per Female life 
1000 males expectancy 


India 933 56 (Male 57) 


eA. 1005 80 (Male 72) 
Japan 1033 . 80 (Male 75) 
USSR (1973) 1138 74 (Male 65) 


Table 2 
Females Per 1000 Males in India 
State / Union Territory 1901 1921 1941 1961 1981 1991 


INDIA 972 955 945 941 934 _ 929 


States 


Andhra Pradesh 985 993 980 981 975 972 
Arunachal Pradesh - : - 894 862 861 
Assam 919 986 975 869 910 925 
Bihar 1054 1016 996 994 946 912 
Goa 1085 1122 1083 1971 975 969 
Gujarat 954 944 941 940 942 936 
Haryana 867 844 869 868 870 874 
Himachal Pradesh 884 890 890 838 973 996 
Jammu & Kashmir 882 870 869 878 992 923 
Karnataka 983 969 990 959 963 923 
Kerala 1004 1011 1027 1022 1032 1040 
Madhya Pradesh 990 974 970 953 941 932 
Maharashtra 978 950 949 936 937 936 
Manipur 1037 1041 1055 1015 971 961 
Meghalaya 1036 1000 966 937 954 947 
Mizoram 1113 1109 1069 1009 919 924 
Nagaland 973 992 1021 933 863 890 
Orissa : 1037 1086 1053 1001 981 972 
Punjab 832 799 836 854 919 913 
Rajasthan 905 896 906 908 919 913 
Sikkim 916 970 920 904 835 880 
~ Tamil Nadu 1044 1029 1012 992 977 972 
Tripura 874 885 886 932 946 946 
Uttar Pradesh 937 909 907 909 885 882 


West Bengal 


Union Territories: 


Andaman & Nicobar Islands 318 303 574 617 760 820 
Chandigarh 77) 743 763 652 769 793 
Dadra & Nagar Haveli 960 940 925 963 974 954 
Delhi 862 733 715 785 897 830 
Lakshadweep 


Pondicherry 
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Table 3 


Sex-ratic: Districts of Cumulative decline 1901-81 


Sex Points which | Sex Points which 


ratio deteriorated ratio deteriorated 
1901-81 1901-81 

Uttar Pradesh Bihar 

Allahabad 890 111 | Bhagalpur 851 102 

Bahraich 851 102 Patna 890 130 

Gonda 850 81 Monghyr 924 121 

Mirzapur 890 75 Shrasa 930 84 

Hamirpur 861 133 Dhanbad 814 137 

Jalaun 831 133 

Jhansi 861 95 

West Bengal . Madhya Pradesh 

Howrah 873 62 Jabalpur 914 114 

Hooghly 909 74 Narasinghpur 930 109 

Burdwan 891 107 Raisen 908 85 
Hoshangabad 908 96 
Seshore 907 45 
Sagar 891 82 
Chatarpur 864 79 

Table 4 


Completed level of fertility - average number of children ever born per woman in the age 
group 45-49 by educational level, 1981 India 


Educational Level Average number of children ever born 
Total Rural Urban 

Ijliterates | 5.06 5.09 4.99 

Literate middle 5.03 5.17 4.86 

Middle matric 4.48 5.17 4.86 

Matric graduate 3.36 3.54 3.32 

Graduate & above 2.34 2.66 2.31 

Table5 Table 6 
Child mortality by educational Maternal Mortality : Deaths per 1,00,000 births 
level of mother, India 1981 
by age2 byage5 India 500 

Illiterate 138 170 pee 2 
Literate but below middle 96 107 United States 30 
Middle but below matric fo sa 7] Sweden ] 
Matric but below graduate 43 48 : 
Graduate + 28 32 China 115 


1108] ADDRESSING WOMEN AND CHILD HEALTH NEEDS 


Appendix - | 


Weight for Age 

( To assess degree of malnutrition ) 
Age 
in 
months Grade-IV Grade-III Grade-II Grade-I Norrnal 
0 <1.700 1.701-2.000 2.000-2.400 2.401-2.700 >2.701 
] <2.150 2.151-2.500 2.501-2.900 2.901-3.400 >3.401 
2 <2.500 2.501-3.000 3.001-3.400 3.401-4.000 >4.001 
3 ~ <2.850 2.85.1-3.400 3.401-4.000 4.001-4.500 >4.501 
4 <3.150 3,151-3.800 3.801-4.500 4.501-5.000 >5.001 
5 <3.450 3.451-4.200 4.201-4.900 4.901-5.500 >5.501 
6 <3.700 3.701-4.500 4.501-5.200 5.201-5.900 >5.901 
7 <4.000 4.001-4.900 4.901-5.500 5.501-6.300 >6.301 
8 <4,200 4.201-5.100 5.101-5.900 5.901-6.700 >6.701 
9 <4.400 4.401-5.300 5.301-6.200 6.201-7.100 >7.101 
10 <4.650 4.651-5.500 5.501-6.500 6.501-7.400 >7.401 
1] <4.800 4.801-5.800 5.801-6.700 6.701-7.700 >7.701 
12 <4.950 4.951-6.000 6.001-6.900 6.901-7.900 >7.901 
13 <5.100 — 3.101-6.200 6.201-7.100 7.101-8.100 >8.101 
14 <5.200 5.201-6.300 6.301-7.300 7.301-8.300 >8.301 
15 <5.300 5.301-6.400 6.401-7.400 7.401-8.500 >8.501 
16 <5.400 5.401-6.600 6.601-7.600 7.601-8.700 >8.701 
17 <5.500 5.901-6.700 6.701-7.800 7.801-8.900 >8.901 
18 <5.650 5.651-6.800 6.801-7.900 7.901-9.000 >9.001 
19 LT 5.751-7.000 7.001-8.100 8.101-8.200 >9.201 
20 <5.850 5.851-7.100 7.101-8.200 8.201-9.400 >9.401 
21 <5.950 5.951-7.200 7.201-8.300 8.301-9.600 >9.601 
ob <6.000 6.001-7.300 7.301-8.400 8.401-9.700 >9.701 
23 <6.100 6.101-7.400 7.401-8.600 8.601-9.800 >9.801 
24 <6.200 6.201-7.500 7.501-8.700 8.701-9.900 >9.901 
25 <6.300 6.301-7.600 7.601-8.900 8.901-10.100 >10.101 
26 <6.350 6.351-7.700 7.701-9.000 9.001-10.300 >10.301 
27 <6.450 6.451-7.800 7.801-9.200 9.201-10.500 >10.501 
28 <6.550 6.551-7.900 7.901-9.300 9.301-10.600 >10.601 
29 <6.650 6.651-8.000 8.001-9.400 9.401-10.700 >10.701 


PEOPLE'S INITIATIVES IN PRIMARY HEALTH CARE 109 


30 
31 
32 
33 
34 
35 
36 


37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 


49 
50 
51 
52 
53 
54 
55 
56 
57 
58 


poe 


60 


<6.750 
<6.850 
<6.900 
<7.000 
<7.100 
<7.200 
<7.250 


<7.300 
<7.400 
<7.500 
<7.600 
<7.700 
<7.750 
<7.850 
<7.900 
<8.000 
<8.100 
<8.200 
<8.250 


<8.300 
<8.400 
<8.500 
<8.550 
<8.600 
<8.700 
<8.800 
<8.850 
<8.950 
<9.000 
<9.100 
<9.200 


6.751-8.100 
6.851-8.200 


-6.901-8.300 


7.001-8.400 
7.101-8.500 
7.201-8.600 
7.251-8.700 


7.301-8.800 
7.401-8.900 
7.501-9.000 


.7.601-9.100 


7.701-9.200 
7.751-9.300 
7.851-9.400 
7.901-9.500 
8.001-9.600 
8.101-9.700 
8.201-9.800 
8.251-9.900 


8.301-10.000 
8.401-10.100 
8.501-10.200 
8.551-10.300 
8.601-10.400 
8.701-10.500 
8.801-10.600 
8:851-10.700 
8.951-10.750 
9.001-10.800 
9.101-10.900 
9.201-11.000 


8.101-9.500 
8.201-9.700 
8.301-9.800 
8.401-9.900 
8.501-10.000 
8.601-10.100 
8.701-10.200 


8.801-10.300 
8.901-10.400 
9.00i-10.500 
9.101-10.600 
9.201-10.700 
9.301-10.800 
9.401-10.900 
9,501-11.050 
9.601-11.200 
9.701-11.300 
9.801-11.400 
9.901-11.500 


10.001-11.600 
10.101-11.750 
10.201-11.900 
10.301-12.000 
10.401-12.100 
10.501-12.200 
10.601-12.300 
10.701-12.400 


10.751-12.600 - 


10.801-12.700 
10.901-12.800 
11.001-12.900 
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9.501-10.800 
9.701-11.000 
9,801-11.100 
9.901-11.200 
10.001-11.300 
10.101-11.500 
10.201-11.600 


10.301-11.800 
10.401-11.900 
10.501-12.050 
10.601-12.200 


* 10.701-12.300 


10.801-12.400 
10.901-12.600 
11.051-12.700 
11.201-12.900 
11.301-12.950 
11.401-13.100 


_11.501-13.200 


11.601-13.350 
11.751-13.500 


11.901-13.650 


12.001-13.800 
12.101-13.900 
12.201-14.000 
12.301-14.200 
12.401-14.300 
12.601-14.400 
12.701-14.500 
12.801-14.600 
12.901-14.700 


>10.801 
>11.001 
>11.101 
>11.201 
>11.301 
>11.501 
>11.601 


>11.801 
>11.901 
>12.051 
>12.201 
>12.301 
>12.401 
>12.601 
>12.701 
>12.901 
>12.951 
>13,101 
>13.201 


>13.351 
>13.501 
>13.651 
>13.801 
>13.901 
>14.001 
>14.201 
>14.301 
>14.401 
>14.501 
>14.601 
>14.701 
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